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dice is at times so difficult that it 

taxes all one’s ingenuity and one’s re- 
sources. Frequently, even after the differ- 
entiation between medical and _ surgical 
jaundice has been made, the site and na- 
ture of the obstruction in cases of extra- 
hepatic jaundice is still in doubt. With 
the jaundiced patient who has previously 
undergone cholecystectomy for stones the 
question always arises whether the present 


Tae differential diagnosis of jaun- 
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The literature on transhepatic cho- 
langiography is reviewed. 

With a background of more than 
3,000 liver biopsies without compli- 
cations, the authors are convinced 
that this procedure should be routine 
in all cases of obstructive jaundice 
in which a differential diagnosis can- 
not be made or the site or type of 
lesion cannot be determined. Eight 
cases of obstructive jaundice, with 
operative and postmortem studies of 
the liver, are discussed. 
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icterus is due to stones, stricture or malig- 
nant disease. This problem has arisen many 
times, and the usual clinical, biochemical, 
roentgenographic and other technics are 
noninformative, It is true that intravenous 
cholangiographic study has been helpful, 
but in those with a serum bilirubin level 
above 3 to 5 mg. per hundred cubic centi- 
meters this test is of minimal value. The 
usual biochemical studies may be mislead- 
ing, particularly if infection has super- 
vened and involved the smaller ducts. 

In reviewing our research work we con- 
sidered carefully biopsies of the liver, 
catheterization of the hepatic vein with 
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wedge pressure readings, and oxygen and 
metabolite exchange. The concentration of 
the antibiotics in the liver and bile ducts 
was noted, and hepatophlebographic stud- 
ies were performed. Values for transami- 
nase and for blood ammonia were deter- 
mined; tests for meat intoxication were 
included, as were observation of electro- 
lyte patterns, splenoportographic studies, 
determination of splenic pulp pressure, the 
use of isotopes and transcutaneous cholan- 
giographic investigation. 

After careful consideration of these re- 
search programs it was our opinion that 


transcutaneous 


cholangiographic 





TABLE 1.—Correlation of Roentgen Observations with History and with 
Laboratory, Operative and Postmortem Data 





Clinic Duration of Serum Bilirubin 
Diagnosis Jaundice Total Direct 


Roentgen 
Data 


Operative 
Data 





Congenital 2 years 30 — 


biliary atresia 


Hepatic 4 weeks 
jaundice 


Unable to 
puncture any 
duct 


Complete 
biliary atresia 





Unable to 
puncture any 
duct 


No operation 





Recurrent 25 weeks 


jaundice 


Stricture of 
common duct 


Stricture of 
common duct 











Hepatic 20 weeks 
jaundice 





Common 3 weeks 
duct stone 


Stricture of 
common duct 


Sclerosing 
cholangeitis 





Common duct 
stone 


Common duct 
stone 





Carcinoma of weeks 
head of 
pancreas 


Obstruction 
of lower 
common duct 


Carcinoma of 
common duct 





Common weeks 
duct stone 


Complete 
obstruction of 
hepatic duct 


Metastatic 
carcinoma of 
liver* 





Metastatic weeks 
carcinoma of 
liver 


Choledocho- weeks 
lithiasis 





Complete 
obstruction of 
hepatic duct 


Periductal 
metastasis* 





Carcinoma of 
common duct 


Periductal 
metastasis 





Choledocho- _ weeks 
lithiasis 


Carcinoma of 
head of 
pancreas 


Metastatic 
carcinoma of 
hepatic pedicle 





Total 





*Postmortem observation. 
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Fig. 1—Comparison of biliary radicals of right and left hepatic ducts. 
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A, postmortem injection of 


left hepatic duct. B, postmortem demonstration of right and left hepatic ducts. 


hepatophlebographic examination for 


space-occupying lesions and the use of iso- 
topes for detecting metastases or a pri- 
mary growth in the liver would be valu- 
able. This article is a preliminary report 


on the transcutaneous cholangiogram, 
which we have evaluated as to its safety, 
its complications, and its value asa method 
of decompression in the jaundiced. We 
have studied it also as a means of obtain- 
ing bile cultures and chemical studies of 
this fluid, determining the concentration 
of the antibiotics in the bile and adminis- 
tering these agents directly into the biliary 
tree. In reviewing the literature we noted 
that Lee! had suggested a direct needle 
puncture of the gallbladder for injection 
of the dye under the peritoneoscope. This 
was first done by Roger,? who used a 4mm. 
peritoneoscope rather than the usual 10 
mm. one. Carter and Saypol,? in 1952, sug- 
gested transcutaneous injection of the bile 
ducts and reported a successful case in 
which this was done through the left lobe 


of the liver with the patient in the supine 
position under general anesthesia. This 
method never became popular, because of 
fear of biliary leakage* and the technical 


Fig. 2.—Photograph showing position and direc- 
tion of needle as described in text. 
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TABLE 2.—Percentage of Successful Attempts to Puncture Biliary Tract 
in Cases of Obstructive and Nonobstructive Biliary Disease 





Cause No. of Cases 


Result of Procedure Total Percentage 





Biliary atresia 


Failed to puncture any duct 10 





Hepatitis with jaundice 


Failed to puncture any duct 10 





Successful puncture of biliary tract 100 








E xtrahepatic obstructive jaundice 


Totals 


Over-all percentage of success 
in jaundiced patients 80 





difficulty in finding a small duct in the ab- 
sence of any definite anatomic landmarks 
as guides. One fatality was reported as due 
to biliary leakage. 

At the Medical Center more than 3,000 
liver biopsy specimens were obtained 
without complications except in 1 case. 
Bleeding occurred in a case of cavernous 
hemangioma of the liver, in which opera- 
tion had to be performed as an emergency. 
There has been no instance of biliary leak- 
age, and with this background we consid- 
ered the danger of leakage minimal. 

At present we have adopted a different 
site and a different technic and changed 
the patient’s posture, which, in our opin- 
ion, has improved the results obtained. 

Postmortem studies in our cases of ob- 
structive jaundice revealed a greater num- 
ber of available biliary branches in the 
right lobe than in the left (Fig. 1). This 
is true also of the normal liver; conse- 
quently, the right lobe is selected for this 
procedure. It is technically difficult to in- 
sert the needle with the patient in the su- 
pine position and point it upward, back- 
ward and toward the right, and puncturing 
the left lobe of the liver offers a greater 
opportunity of penetrating the pericar- 
dium or the pleural cavity. This happened 
to us early in our work, and dye was in- 
jected into the pericardium. In order to 
prevent complications, the position was 
then changed to that suggested by one of 
us (R. F.), which is now known at the 
hospital as the Farid position. Puncture 


of the right lobe through an intercostal 
space is inefficient, because with this 
method one would puncture only the 
smaller peripheral ducts, which are not so 
markedly dilated. The subcostal approach 
of Kidd,’ that is, at a point just below the 
costal margin at the juncture of the outer 
and middle third of a line joining the mid- 
line to the lateral border of the abdominal 
wall, with the needle inserted at an angle 
of 45 degrees to the horizontal plane and 
15 degrees to the inner side of the vertical 
plane, was also discarded because of the 
possibility of perforating the gallbladder 
or injuring of the larger hepatic vessels, 
Our aim was to puncture either of the 
hepatic ducts or large radicals as near to 
the ducts in the hilum as possible, trans- 
versing the minimal amount of tissue. 

We submit this procedure as an aid in 
the differential diagnosis of jaundice and 
also as a method of localizing the site and 
the agent causing obstruction at this 
point. This procedure has been usually 
unsuccessful in cases of the nonobstructive 
type. 

Material.—Since February 1957, we 
have performed this test 23 times on 20 
patients. Ten of these were jaundiced and 
10 were not. Of the nonjaundiced patients, 
the only one in whose case we succeeded 
in puncturing any duct was one with a 
history of obstructive jaundice and com- 
mon duct exploration revealing dilated bile 
ducts without obstruction. Three of the 10 
jaundiced patients were reexamined, 





4 ef . B aC PS a. 
Fig. 8 (Case 1).—White woman with intermittent jaundice of six months’ duration. Cholecystecto- 
my and exploration of common duct had been done one year prior to admission. A, intravenous 
cholangiogram that failed to visualize biliary tract; B, transcutaneous hepatic cholangiogram show- 
ing stricture of common duct; C, postoperative cholangiogram taken by insertion of T tube. 











Fig. 4—A (Case 2), white man aged 66 with three-week history of progressive jaundice, loss of 
weight and acholic stools. Values for serum bilirubin were 6.3 mg. total, and 5.8 mg. direct, per 
hundred cubic centimeters. Transcutaneous hepatic cholangiogram revealed multiple stones in com- 
mon duct and 1 in left hepatic duct, confirmed at operation. B (Case 3), white man aged 79, with 
advanced jaundice, loss of appetite and loss of weight. Right hemicolectomy was performed for car- 
cinoma in June 1957. History revealed intolerance of fatty foods, associated with pain in right upper 
abdominal quadrant and palpable large mass in same area. Transcutaneous hepatic cholangiogram 
revealed complete obstruction of right hepatic duct proximal to its juncture with left hepatic duct. 
Drainage was instituted by means of polyethylene tube, which became blocked within forty-eight 
hours. Autopsy revealed large metastatic lesion of hepatic pedicle, with extension to liver. C (Case 
4), white man aged 73, admitted to hospital with jaundice of three weeks’ duration, loss of appetite, 
loss of weight (12 pounds; 5.4 Kg.) and change in color of stools and urine. Skin and conjunctiva 
were deep yellowish green. Value for total serum bilirubin was 31 mg., direct 17 mg., and that for 
alkaline phosphatase 12.1 mg., per hundred cubic centimeters. Primary diagnosis was obstructive 
jaundice. Transcutaneous hepatic cholangiogram on Dec. 6, 1957, revealed complete obstruction of 
common bile duct at its juncture with cystic duet, which was partially obstructed also, and minimal 
dye in gallbladder. Laparotomy on December 17 revealed extensive lesion of gastrohepatic omentum, 
involving lower half of common duct. 
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though our primary studies were fairly 1. Differential diagnosis of jaundice 
satisfactory. We were able to demonstrate after failure of other diagnostic 
the site and cause of obstruction in 8 means. 
CaSCS; 1 patient proved to have complete 2. Localization and identification of the 
atresia of the biliary radicals, and 1 had lesion. 


the hepatic type of jaundice (Table 1). 
We were successful in 80 per cent of the 

cases of obstructive jaundice (Table 2). ' agian: 
Indications for Transcutaneous Cholan- concentration of the antibiotics in 

giographic Study.—This type of investiga- the bile, cultures of the bile. 

tion is recommended for the following 4. Temporary drainage of the biliary 

purposes: system in the poor risk patients. 


3. Measurement of pressure and other 
studies including metabolic studies, 





Fig. 5—A (Case 5), white woman aged 76 with two-week history of jaundice, light-colored stools 
and dark urine. She had been cholecystectomized fifteen years earlier. There was no pain or vomit- 
ing and no significant physical abnormalities except deep yellow color of skin and sclerae. Laboratory 
studies of liver revealed serum bilirubin total 14.6 mg. and direct 12.6 mg., per hundred cubic centi- 
meters; alkaline phosphatase, 9.8 mg. Transcutaneous hepatic cholangiogram on June 16, 1957, 
showed saccular dilatation of common duct, complete obstruction of left hepatic duct and filling de- 
fect suggesting obstruction of right hepatic duct. Operation on June 24 revealed inoperable mucoid 
adenocarcinoma of common duct, involving left hepatic and common hepatic ducts. B (Case 6), 
white man aged 53, was admitted on Aug. 8, 1957, seven months after gastrectomy for carcinoma 
of stomach, with intermittent jaundice of five months’ duration. Liver was palpable 2 fingerbreadths 
below right costal margin. Total serum bilirubin was 22.6 mg., direct 16.4 mg., per hundred cubic 
centimeters; alkaline phosphatase, 25 mg. Transcutaneous hepatic cholangiogram demonstrated com- 
plete obstruction of right hepatic duct. Autopsy revealed metastatic lesion of periductal system, ob- 
structing common hepatic and left hepatic ducts. Postmortem injection of common duct revealed site 
of obstruction, just proximal to juncture with right hepatic duct. (See also Figure 1A). C (Case 
7), white woman aged 68, cholecystectomized two years earlier, was admitted on Jan. 6, 1958, with 
intermittent jaundice of five months’ duration. She had been hospitalized in August 1957 because of 
jaundice, nausea, vomiting and a large, tender liver. Laboratory data at that time suggested dam- 
age to liver cells rather than obstruction. Patient responded to conservative treatment but had sev- 
eral recurrent episodes. Serum bilirubin on present admission was 15.8 mg., indirect 12.3 mg., per 
hundred cubie centimeters; alkaline phosphatase, 10 mg. Transcutaneous hepatic cholangiogram 
showed dilatation of biliary tree with stricture of common duct at its lower two-thirds. Operation 
revealed thickening and sclerosis of the common duct throughout its length, extending to the right 
and left hepatic ducts, and narrowing of the lumen. 
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Fig. 6 (Case 8).—E. H., white man aged 64 with jaundice of one month’s duration and loss of 40 


pounds (18.1 Kg.) in weight, but no pain or vomiting. Oral cholangiographic study failed to visual- 
ize gallbladder. Operation revealed large, nonresectable carcinomatous lesion of common duct just 


below its bifurcation. 


Pathologic diagnosis was adenocarcinoma. 


For drainage, polyethylene tube 


was inserted into one branch of right hepatic radicals. 


5. Direct injection of antibiotics into 
the biliary tree. 


The candidate for study should be well 
prepared to tolerate an exploration if com- 
plications should arise, in addition to rou- 
tine chemical] tests, a complete blood count, 
urinalysis, the complete battery of liver 
tests and determination of the prothrom- 
bin time. An elevated prothrombin time is 
a contraindication to any liver puncture. 
It is our practice to delay the procedure 
until the prothrombin time has been cor- 
rected to within three seconds of the nor- 
mal level. In extremely ill patients where 
the biliary decompression is the sole aim, 
the above consideration might be omitted. 

Preparation of Patients—A cleansing 
enema is given on the night prior to the 
examination. A mild hypnotic is given at 





the same time, to be repeated in the morn- 
ing. Preoperative demerol or, preferably, 
sodium luminal, is given one hour prior to 
examination. 

Anesthesia.—Local infiltration of 0.5 
procaine hydrochloride in the skin and 
subcutaneous tissue is satisfactory as a 
rule; an uncooperative patient, however, 
may require a general anesthetic. So far 
we have encountered no need of general 
anesthesia. 

Position of Patient.—For the first 3 pa- 
tients we used the supine position; later 
we adopted a right oblique position at an 
angle of 35 to 40 degrees. This position 
provides a more direct approach to the 
ducts in the hilum and traverses the mini- 
mal amount of tissue in the right lobe of 
the liver. 
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Landmark.—A point located 3 cm. below 
the xiphoid process and 3 cm. to the right 
of the midline is the landmark of this pro- 
cedure. In this approach, with the patient 
in the right oblique position, the needle 
should be directed almost at a 60-degree 
angle to the horizontal plane and 20 to 30 
degrees upward (Fig. 2). This is the only 
approach feasible with the Farid position. 


Technic.—A 17-gauge or 18-gauge nee- 
dle (6 inches long) is introduced in an 
appropriate 60-degree angle to the table 
and 20 to 35 degrees upward. Negative 
pressure is applied as the needle advances, 
until bile or a white mucoid material is 
aspirated. The measurement of pressure 
is inaccurate when white bile is present. 
Blood vessels may be punctured ; this, how- 
ever, may be overcome just by withdraw- 
ing or advancing the needle. If blood is 
aspirated the needle should be irrigated 
with saline solution. When the needle has 
entered a biliary radical and the contents 
of the duct have been fully aspirated, 15 
to 18 ec. of a contrast medium (diodrast) 
is injected, and roentgenograms in differ- 
ent positions are taken. Fluoroscopic con- 
trol will be of great value if technically 
feasible. The patient should be advised to 
take shallow breaths during the procedure. 
Before withdrawal of the needle, the 
ductal contents should be completely as- 
pirated. To avoid complications, we prefer 
to enter the liver parenchyma as soon as 
the peritoneal cavity is entered. 


Complications. — Biliary peritonitis is 
the important expected and reported com- 
plication of this procedure. We were so 
fortunate as not to encounter any serious 
mishaps. Slight interscapular pain and 
pain in the right shoulder lasting one to 
two hours was noted in all of our patients. 
In 1 case nausea and vomiting occurred. 
In our first attempt the pericardium was 
punctured without any disturbing effects. 
A roentgen follow-up revealed disappear- 
ance of the dye within forty-eight hours. 


152 


FEBRUARY, 1959 


Our operative and postmortem studies 
showed that there was no sign of leakage 
or hemorrhage in any of our cases. 


ZUSAMMENFASSUNG 


Die Verfasser geben einen Uberblick 
iiber die Literatur iiber transhepatische 
Cholangiographie. Sie glauben, dass dieses 
Verfahren aus Angst vor Durchsickern 
von Galle und vor Blutungen vernachlas- 
sigt worden ist. 

Gestiitzt auf Erfahrungen mit mehr als 
3000 Probeexzisionen der Leber ohne 
Komplikationen halten sie das Verfahren 
fiir gerechtfertigt. Die Anwendung der 
“Farid-Lagerung” des Patienten, die Aus- 
wahl des rechten statt des linken 
Leberlappens unter Beriicksichtigung be- 
stimmter anatomischer Merkpunkte und 
Direktiven bei Einfiihrung der Nadel wer- 
den zu _ verbesserten Ergebnissen der 
Methode fiihren. Die Verfasser sind tiber- 
zeugt, dass das Verfahren routinemassig 
in allen Fallen von obstruktiver Gelbsucht, 
wo differentialdiagnostische Schwierigkei- 
ten bestehen oder Sitz oder Art der Er- 
krankung sich nicht bestimmen lassen, 
angewendet werden sollte. Acht Falle von 
obstruktiver Gelbsucht werden einschliess- 
lich der Operations- und Obduktionsergeb- 
nisse erortert. 

Das Gallengangsystem wurde in 80 
Prozent der Kranken der Verfasser erfol- 
greich dargestellt. 


RIASSUNTO 


Viene fatta una rassegna della lettera- 
tura sulla colangiografia transepatica. 
Questo mezzo di indagine é stato trascu- 
tato, secondo l’autore, per il timore della 
fistola biliare e dell’emorragia. 

Un’esperienza fatta su oltre 3000 biop- 
sie epatiche senza complicazioni fa ritenere 
questo procedimento accettabile. La posi- 
zione di Farid e la scelta del lobo destro 
piuttosto che di quello sinistro, avendo dei 
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punti di repere sicuri per l’infissione dell’- 
ago, consente di avere dei risultati buoni. 
Gli autori sono persuasi che il metodo 
debba entrare nella pratica corrente in 
ogni caso di ittero ostruttivo in cui non si 
possa fare la diagnosi differenziale o non 
si possa stabilire la sede e il tipo della le- 
sione. 

Vengono discussi 8 casi di ittero ostrut- 
tivo controllati operatoriamente o autop- 
ticamente. Nell’80% dei casi studiati si 
sono avute belle immagini delle vie biliari. 


RESUMEN 


Se hace una revisién de la literatura 
sobre colangiografia transhepatica, Parece 
ser que esta técnica ha sido algo dejada de 
lado por el temor de hemorragia 0 coler- 
ragia. 

Los autores consideran el método justi- 
ficable después de haber realizado mas de 
3.000 biopsias del higado. Se obtienen los 
mejores resultados poniendo al enfermo en 
posicion de Farid, practicando la puncién 
en el l6bulo derecho, en vez de en el izqui- 
erdo y utilizando puntos anatémicos fijos 
para la introduccion de la aguja. 

Creen los autores que debe ser esta bi- 
opsia un método rutinario en todos los 
casos en que se precise el diagnoéstico exac- 
to de la naturaleza de una ictericia vob- 
structiva. Se presentan ocho casos de 
obstruccién biliar con estudio del higado 
durante la operacién y post-mortem. 

El arbol biliar ha sido demastrado satis- 
factoriamente en el 80% de los enfermos 
de los autores. 


SUMARIO 


Fazem a revisao da literatura da colan- 
giografia transhepatica. Na sua opiniao 
dizem que tem sido negligenciada pelo te- 
mor de lesao biliar e hemorragia. Com 


uma experiéncia de mais de 3.000 biopsias 
hepaticas os AA. consideram essa método 
praticavel. A posicéo de Farid e a selecao 
do lobo direito do figado, em vez do es- 
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querdo, ajudam a melhorar os resultados 
nesse método. Estao convencidos de que 
essa operacao deve ser rotina em todos os 
casos de ictericia obstrutiva em que o diag- 
nostico diferencial e de localizagao nao 
puderam ser feitos. Discutem oito casos 
de ictericia obstrutiva com revisao do pre 
e posoperatorio. Em 80% dos casos dos 
AA. tem sido feita a demons tracao do 
sistema biliar. 


RESUME 


Une revue de la littérature sur la cho- 
langiographie transhépatique est présen- 
tée. Les auteurs estiment que cette tech- 
nique a été négligée par crainte d’un 
suintement et d’une hémorragie biliaire. 

Avec une expérience de 3.000 biopsies 
hépatiques, ils considérent cette méthode 
comme justifiée. La “position Farid” et la 
sélection du lobe hépatique droit plutot que 
gauche, des points de repére anatomiques 
précis et une bonne technique d’insertion 
de l’aiguille, tendront 4 améliorer les résul- 
tats. Les auteurs expriment la conviction 
que cette méthode mérite d’étre adoptée 
comme méthode de routine dans tous les 
cas d’ictére par obstruction dans lesquels 
le diagnostic différentiel est impossible, ou 
lorsque le siége ou le type de la lésion ne 
peuvent étre déterminés. Huit cas d’ictére 
par obstruction avec examens opératoire 
et post mortem du foie sont discutés. 

Les voies biliaires ont été mises en évi- 
dence avec succés dans 80% des cas des 
auteurs. 


REFERENCES 


1. Lee, W. Y.: Peritoneoscopy, Am. J. Gastro- 
enterol. 9:133, 1942. 

2. Roger, H., and Solari, A. V.: Gastroenterol. 
8:586, 1947. 

3. Carter, F. R., and Saypol, G.: Transabdomi- 
nal Cholangiography, J.A.M.A. 148:253, 1952. 

4. Nurick, A. W.; Patey, D. H., and Whiteside, 
C. G.: Percutaneous Transhepatic Cholangiog- 
raphy in Diagnosis of Obstructive Jaundice, Brit. 
J. Surg. 41:27, 1953. 

5. Kidd, H. A.: Percutaneous Transhepatic 
Cholangiography, Arch. Surg. 72:262, 1956. 












Treatment for Perforated Peptic Ulcer 


CARL A. GHERARDI, M.D.* 
NEWARK, NEW JERSEY 


AND 
FRANCESCO BALDRATI, M.D.** 


BOLOGNA, ITALY 


P TO 1870, when Redwood! presented 

a case of perforated peptic ulcer 

successfully treated by conservative 
therapy, surgical intervention was _ the 
only accepted means of treatment for this 
condition. 

This concept, however, was confined to 
the theoretical field, since only in 1935 
were the methods and technic of such 
treatment presented and stressed by Wan- 
gensteen? in his publication: Non-Opera- 
tive Treatment of Localized Perforations 
of the Duodenum. From then on, more or 
less conservative surgeons directed their 
attention and efforts to improvement of 
this new method of therapy for a lesion 
that had previously been considered a 
critical surgical emergency.* 

In their research, the timely aid of the 
progress made in the chemotherapy, fluid- 
electrolyte balance and antibiotics found 
a prominent place, so that some surgeons 
became more inclined toward the institu- 
tion of a conservative method in both 
selected and nonselected cases. They based 
their assertions on the fact that a per- 
foration of the stomach or duodenum will 
close itself if the stomach is kept empty 
so that nothing passes through the open- 
ing. Furthermore, it was noted, as a rule, 
that even early operation reveals sealed- 
off perforations that must be torn down 
in order to accomplish surgical closure of 
the lesion, and that the mortality and 


*Surgical Department (B Service) of the Harrison S. 
Martland Medical Center of Newark, Dr. C. Rich, Chief. 

**Surgical Department of the Medical School of Bologna, 
Prof. C. Placitelli, M.D., Director. 

Submitted for publication July 11, 1958. 


morbidity rate of the operative approach 
is sensibly higher than that of nonopera- 
tive treatment, On these premises is based 
the conservative management, to be dis- 
cussed here. It is considered the treat- 
ment of choice and is routinely carried 
out in certain clinics.‘ 

The series of cases here presented con- 
sists of a total of 181 patients with per- 
forated peptic ulcer, observed during the 
past ten years. The majority of these pa- 
tients (175, or 96.6 per cent), were treated 
surgically ; the remainder were treated by 
conservative therapy consisting of suction, 
parenteral infusions and antibiotics. 

The details of these two different types 
of management will be presented later. 

Diagnosis.—The diagnosis of perforated 
peptic ulcer was made preoperatively, ex- 
cept in 1 instance, on the basis of subjec- 
tive and objective signs and symptoms. 
Roentgenographic examination was al- 
ways performed, and in all but 25 per 
cent of the cases pneumoperitoneum was 
present. In only 1 case, as has been men- 
tioned, a preoperative diagnosis of acute 
appendicitis with rupture was made. Dur- 
ing the operation a gangrenous perforated 
appendix was observed, together with a 
perforated peptic ulcer, which had not 
been detected in preoperative study of the 
patient. 

Site of Perforation. — The duodenum 
was found to be the most common location 
of the perforation (86.8 per cent), fol- 
lowed by the stomach (12 per cent). There 
were also 2 cases of perforated marginal 
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ulcer (1.1 per cent). In these 2 instances 
simple closure of the perforation was 
carried out.* 

Age and Sex.—The female sex was rep- 
resented in this series by 13 cases (6.8 
per cent) only. This striking difference 
in sex selectivity repeats the reports in 
all other published statistics (Seeley ;*f 
Seeley and Campbell**). Perforation was 
mostly observed in the age group between 
40 and 49 years of age, followed by those 
30 to 39 and 50 to 59. 

The youngest and oldest patients were 
respectively 14 and 84 years of age. The 
age group distribution of these 181 pa- 
tients is shown in Table 1. 

Interval Between Perforation and Insti- 
tution of Treatment. — The periods of 
time, expressed in hours, that elapsed be- 
tween perforation and the institution of 
the surgical treatment are listed in Table 
2. 

The highest mortality rate was observed 
among patients belonging to the time- 
group over forty-eight hours, followed by 
twenty-five to thirty-six hours, thirty- 
seven to forty-eight hours and thirteen to 
eighteen hours respectively. The patients 
who were operated upon at least forty- 
eight hours after the perforation occurred 
were all in shock at the time of admission. 





TABLE 1.—Age Distribution 





No. of 
Patients 


No. of 
Deaths 


0 


Mortality 
Age, Yr. 
































SO, | Wl Aain| wla;|e| o& 





GHERARDI AND BALDRATI: PERFORATED PEPTIC ULCER 





The authors have treated perfo- 
rated peptic ulcer in 181 cases by 
simple closure of the perforation and 
express the opinion that this should 
still be considered the treatment of 
choice. Surgical therapy should be 
undertaken only after thorough prep- 
aration of the patient, and the imme- 
diate postoperative period should be 
planned with the same care and 
thoroughness. 

' In the presence of large perfora- 
tions, suspected neoplastic ulcers, 
bleeding ulcers or pyloric stenosis, 
and during the first twelve hours 
after perforation has occurred, sub- 
total gastrectomy may be indicated 
and performed. The rules as to prep- 
aration of the patient and evaluation 
of his condition are also in this in- 
stance to be observed and applied. 
Conservative treatment should be 


considered only when adequate 


equipment and constant, vigilant 
follow-up of the patient are available 
and in those cases in which the his- 
tory and the physical signs unmis- 
takably indicate a sealing-off perfo- 
ration. 











For 5 of them an insufficient preoperative 
preparation, characterized by an inade- 
quate administration of fluid, either quan- 
titatively or qualitatively, was carried out. 
The 3 patients of the same group who 
survived came to our observation fifty, 
seventy-two, and seventy-four hours, re- 
spectively, after the perforation had oc- 
curred. Prior to operation they were kept 
under medical treatment for forty-eight, 
seventy-six and ninety-six hours, respec- 
tively, during which the most satisfactory 
conditions for surgical intervention were 
obtained. 
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TABLE 2.—Interval Between Perforation and Institution of Therapy 





No. of Patients 


No. of Deaths 


No. of Patients 
Insufficiently 
Prepared 


Age at Death, Yr. Mortality, % 
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The 3 deaths in the group represented 
by twenty-five to thirty-six hours, were 
all those of patients insufficiently pre- 
pared, 2 of whom were in shock at the 
time of hospitalization. The same can be 
said for the mortality rate in the time 
group thirty-seven to forty-eight hours. 

In the time groups thirteen to eighteen 
hours and nine to twelve hours, 41 of the 
59 patients treated underwent operation 
insufficiently prepared. Of these, however, 
in contrast with the preceding data, only 
9 did not survive. It is our conclusion that 
the lower mortality rate here observed is 
directly related to the earlier age, better 
general condition and better recuperative 
capacity possessed by these patients. 

In view of these facts, we consider the 
mortality rate directly related to the pe- 
riod of time that elapses between perfora- 
tion and hospitalization, as well as to the 
institution of an adequate preoperative 
preparation, consisting in the administra- 
tion of a sufficient amount of fluids and 
aspiration of the gastric cavity. 

The over-all mortality rate among the 
175 surgically treated patients was 11.4 
per cent. This percentage of failure is 
fairly high if one considers the preceding 
reported statistics and particularly the 


fact that our series concerns cases ob- 
served during the past ten years, i.e., dur- 
ing a period in which the contributions 
and ‘assistance of fluids, electrolytes and 
antibiotic therapy were readily at hand. 

In our opinion, such a high rate of fail- 
ure can be much improved and lowered to 
1.4 per cent (as reported in the statistics 
of Baritell,© Vaughan and Warren,’ 
Beahrs,* and Lassen, Table 3), if thorough 
and careful preparation and postoperative 
management of the patient are be sought 
and secured. 

Of the 175 patients who underwent 
operations, 15 were subjected to emer- 





TABLE 3.—Mortality in Operative Cases 





Mortality, 
Years % 
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gency subtotal gastrectomy, indicated by 
either bleeding ulcer or pyloric stenosis. 
On all these patients, subtotal gastrectomy 
with antecolic gastrojejunostomy oralis 
inferior, isoperistaltic, was performed. 
The retrocolic approach was used only in 
a few instances, and no substantial dif- 
ference was noticed between these two 
methods as to function and the postopera- 
tive period. 

The mortality rate of this part of the 
series is represented by only 1 patient, 
who was operated upon sixteen hours after 
perforation had occurred. In view of this, 


one can theorize that, an indication being 
present, a subtotal gastrectomy can be con- 
sidered during the first twelve-hour pe- 
riod, provided that time and opportunity 
for a good preparation of the patient are 
available.® 

During the same period, 6 patients with 
perforated peptic ulcer were treated con- 
servatively with continuous gastric suc- 
tion, intravenous therapy and antibiotics. 
The indications for such treatment were, 
according to each single case, either the 
duration of the perforation, the advanced 
age of the patient, or the general condi- 





TABLE 4.—Results of Surgical Intervention 
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TABLE 5.—Results of Conservative Treatment 





Therapy 


Duration of the Location of the Shock at the Time 
Result 


Sex of Patient Age of Patient Perforation, Hr. 


Perforation of Hospitalization 





M 31 24 


Duodenum 





36 16 


Duodenum 





51 24 


Duodenum 
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Duodenum 
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tion present at the time of the hospitali- 
zation. 

The striking facts brought out by this 
last series are as follows: 1. The duration 
of perforation never went beyond seventy- 
two hours. 2. All patients with the excep- 
tion of the last one, belonged to the age 
group in which, considering the duration 
of the perforation, satisfactory results are 
obtained by operation. In view of this, and 
particularly in view of the fact that the 
overall mortality of this group was 100 
per cent, we are convinced that the con- 
servative treatment of perforated peptic 
uleer should not be chosen according to 
the duration of the perforation, the pres- 
ence of shock or the advanced age of the 
patient. Conservative management should 
be carried out only in cases in which the 
clinical and radiologic signs favor a sealed 
or sealing-off perforation, indicated by 
diminishing symptoms and a decrease in 
free endoperitoneal air. The elements, old 
age, shock and long-standing perforation 
are not satisfactory points on which to 
base conservative management. As long 
as a perforation is present, either in the 
stomach or in the duodenum, spillage of 
infected and toxic material into the free 
peritoneal cavity will occur in spite of any 
kind of drainage and suction tube ever 
devised. Besides, this continuous leaking 
will account for a progressive aggravation 
of the peritonitic state, which cannot be 
blocked or improved by any other incruent 
therapeutic means. The fortunate in- 
stances in which the omental tissue pro- 
vides for a complete sealing off of the per- 
foration (which must be small) represents 
the only exception. Furthermore, it must 
be recognized that relying completely on 
this behavior of nature presents a risky 
situation, hard to keep under constant and 
adequate control. : 

As has been stressed, therefore, conser- 
vative treatment can only rely upon con- 
stant and frequent radiologic follow-up, 
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which requires highly efficient equipment 
as well as the teamwork available only in 
large teaching institutions. Furthermore, 
if one considers that the results of sur- 
gical treatment of the perforated peptic 
ulcer can be further and greatly improved 
by more thorough and careful preparation 
of the patient (as indicated by our statis- 
tic, in which the highest percentages of 
failure were observed among the patients 
operated upon without sufficient prepara- 
tion), and that the morbidity, complica- 
tions and duration of hospitalization 
following conservative treatment are 
longer and more frequent, the most log- 
ical approach to the problem appears to 
be directing our efforts, at least for the 
time being, toward improvement of the 
available surgical methods. 


ZUSAMMENFASSUNG 


Auf Grund einer Untersuchung ihres 
eigenen Krankenmaterials von 181 Fallen 
von perforierten peptischen Geschwiiren 
gelangen die Verfasser zu der Uberzeu- 
gung, dass die von ihnen angewandte 
chirurgische Therapie (einfache Schlies- 
sung der Perforation) als das Verfahren 
der Wahl angesehen werden sollte. Der 
chirurgische Eingriff sollte nach sorgfal- 
tiger Vorbereitung des Kranken ein- 
schliesslich angemessener Zufuhr von 
Fliissigkeiten, Elektrolyten und Antibio- 
tika erfolgen. Mit gleicher Sorgfalt sollte 
die unmittelbare postoperative Nachbe- 
handlung geplant werden. Unter diesen 
Voraussetzungen liasst sich die Sterblich- 
keitsziffer auf ein Minimum herabsetzen. 

Wenn grosse Perforationen, krebsver- 
dachtige Geschwiire, blutende Geschwiire 
oder eine Pylorusstenose vorliegen und 
wiahrend der ersten 12 Stunden nach er- 
folgtem Durchbruch kann eine subtotale 
Magenresektion angezeigt sein und ausge- 
fiihrt werden. Auch in diesen Fallen muss 
die regelrechte Vorbereitung des Kranken 
und die Auswertung seines Gesamtzu- 
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standes im Auge behalten und ausgefiihrt 
werden. Eine konservative Behandlung 
sollte nur in Betracht gezogen werden, 
wenn eine angemessene Krankenhausaus- 
riistung zur Verfiigung steht, eine wach- 
same Beobachtung des Kranken durch- 
fiihrbar ist, und wenn die Anamnese und 
der Krankheitsverlauf keinen Zweifel 
daran lasst, dass eine sich verschliessende 
Perforation vorliegt. 

Nach Ansicht der Verfasser fiihrt eine 
sorgfaltige chirurgische Behandlung zu 
einer kiirzeren Krankheitsdauer und zu 
seltenerem Auftreten von Komplikationen 
als jedes andere therapeutische Verfahren. 


RESUMEN 


En vista de los datos obtenidos por los 
autores en 181 casos de perforacién de 
ulcera péptica estan convencidos de que 
el tratamiento empleado (siemple cierre 
de la perforacién) debe ser considerado 
como el procedimiento de eleccién. La op- 
eracion se lleva a cabo después de una 
preparaciOn completa del enfermo que in- 
cluye la administraci6n adecuada de liqui- 
dos, electrolitos y antibidticos. Por las 
mismas razones debe plnearse desde el 
primer momento el p postoperatorio en la 
misma forma. De esta forma la cifra de 
mortalidad se reduceal minimo. 

En las primeras venticuatro horas esta 
indicada la gastrectomia en presencia de 
una Uulcera neoplasica, una ulcera hemor- 
ragica o una estenosis pil6rica. También 
en tales casos deben aplicarse las mismas 
reglas de preparacion y postoperatorio. 
Solo debe pensarse en el tratamiento con- 
servador si se cuenta con un buén servi- 
cio, si se puede ejercer una vigilancia 
continua y si el cuadro clinico evidencia 
una perforacién cubierta. 

Cree el autor que el tratamiento quirtr- 
gico supone menor tiempo, mas corto pe- 
riodo de morbilidad y menos complica- 
ciones que en cualquiera otro procedi- 
miento. 
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SUMARIO 


Em vista da sobrevida conseguida em 
181 casos de ulcera peptica perfurada os 
AA. estao convencidos de que o tratamento 
empregado (sutura simples da perfura- 
cao) deve ainda ser considerado o trata- 
mento de escolha. 

O tratamento cirurgico deve ser reali- 
zado com preparo completo do doente, 
incluindo administracao de fluidos, eletro- 
litos e antibioticos. Desta forma a morta- 
lidade sera abixada ao minimo. 

Em presenca de grandes perfuracoées, 
ulceras suspeitas de malignidade, sangren- 
tas ou de estenose pilorica e durante as 
primeiras 12 horas de perfuracéo pode 
ser indicada a gastrectomia sub total. 
Todos os cuidados e avaliagées do paciente 
devem ser tambem seguidas. O tratamento 
conservador somente sera considerado 
quando houver disponibilidade de equipa- 
mento e vigilancia do doente e nos casos 
em que a historia e sinais fisicos indicam 
indiscutivelmente uma perfuracao circun- 
scrita. 

Na opiniao do A- 0 tratamento cirurgico 
correto implica em menor morbilidade, 
menor incidencia de complicagdes do que 
ocorre em qualquer outro método. 


RESUME 


Sur la base des données résultant de leur 
étude de 181 cas d’ulcéres peptiques per- 
forés, les auteurs sont convaincus que le 
traitement chirurgical qu’ils ont appliqué 
(fermeture simple de la perforation) dev- 
rait continuer a étre considéré comme le 
traitement de choix. L’opération devrait 
étre pratiquée aprés une préparation 
minutieuse du malade, y compris |’admi- 
nistration de liquides, d’électrolytes et 
d’antibiotiques. En méme temps la période 
postopératoire devrait étre préparée dans 
le méme esprit et avec la méme minutie. 
De cette facon le taux de mortalité peut 
étre ramené a un minimum. 
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En présence de perforations importan- 
tes, suspection d’ulcéres néoplasiques, ul- 
céres hémorragiques ou sténose pylorique, 
ou durant les 12 premiéres heures aprés 
la perforation, une gastrectomie subtotale 
peut étre indiquée et pratiquée. La aussi 
il faut observer et appliquer les régles 
relatives a la préparation du malade et 
a l’évaluation de son état. Le traitement 
conservateur ne devrait étre envisagé que 
lorsqu’on dispose d’un équipement appro- 
prié, avec la possibilité de pouvoir suivre 
le malade de facon attentive et constante, 
et seulement dans les cas ot l’anamnése et 
les signes cliniques ne laissent aucun doute 
quant a l’imminence d’une perforation. 

Les auteurs estiment qu’un traitement 
chirurgical complet, plus qu’aucune autre 
méthode, diminue la période de maladie 
et abaisse le taux des complications. 
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Pharmacology more than any other branch of medicine seems to have fascinated 


the Arabs. 


Century after century there was not a single medical writer who did 


not devote some of his writings to science, thus incessantly increasing the list of 
medicaments which already swelled Arabic pharmacy. Arabic pharmacology spread 
through Persia in the tenth century in the form of works written in Neo-Persian. 
In one of these books written by Abu Masur Muwaffaq, five-hundred and forty-nine 
medicaments and their effects are mentioned, and in the Hami (thirteenth century) 


fourteen hundred drugs are studied. 
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Spontaneous Complication of Cholelithiasis 


by Gluteal Abscess 


PASCUAL MAGALDI, M.D., F.I.C.S. 


BUENOS AIRES, ARGENTINA 


HE strange course followed by un- 
"| treated cholelithiasis presents a com- 
plication that is not only uncommon 
but extremely rare, owing to the fact that 
there are no surgical antecedents during 
clinical observation and because of the dis- 
tant site of evacuation of the abscess. 
Consulting reports of both Argentine 
and foreign cases, I was unable to find 
another similar to the one to be reported, 
and this has led me to its publication, not 
only because of its peculiarity but because 
of the brilliant surgical treatment. 


REPORT OF CASE 


D. G., an Italian woman aged 68, married, 
had had 8 successful pregnancies. There was 
no medical history of any importance. 

Three years prior to examination the pa- 
tient complained of diffused pains in the 
abdomen, with morning nausea and vom- 
iting. Two years later there was an attack 
of pain in the right upper abdominal quad- 
rant, with white stools and bile-laden urine, 
preceded by hepatic colic. On this occasion 
a diagnosis of cholelithiasis was made, and 
medical treatment was advised. Six months 
later a tumor was noticed in the gluteal re- 
gion on the right side. The tumor increased 
slowly and progressively in size and occa- 
sionally disappeared, later to reappear with 
painful tumefaction of the right hypochon- 
drium and flank. The patient complained of 
this, and the process continued and became 
more and more evident. Despite these facts, 
however, surgical intervention was not ad- 
vised. Diathermy and anbibiotics were em- 
ployed. 

The patient’s condition worsened, and she 
was ordered to remain in bed and to avoid 
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The author reports the case of an 
Italian woman aged 69, presenting 
illustrations and comment. In this 
case gluteal abscess developed as a 
spontaneous complication of chole- 
lithiasis. Few such cases have been 
reported in the literature. Because of 
this, and because surgical treatment 
resulted in excellent results, the au- 
thor considers the case deserving of 
attention. 











all movement of any kind. In this condition 
she was examined by me for the first time. 
There was evidence of a large gluteal tumor 
in the peripheral region and in the center of 
the right buttock. 

The patient was admitted to the hospital. 
The fluctuant area was immediately opened 
and drained, and 50 gallstones of varying 
sizes were present, mixed with 300 cc. of 
blood, mucus and pus. 

The cavity was flushed with a saline and 
Prontosyl solution, and a drain was left in 
place. On the following day the patient 
showed improvement and was able to move; 
the temperature was normal. Her appetite 
returned, and a new washing with 1,000 ce. 
of saline-Prontosyl solution was done. And 
a large quantity of mucus and pus, together 
with a great number of gallstones (140), was 
removed from the cavity. 

Several fistulograms, with 25 per cent lipio- 
dol, were taken, and on two or three occa- 
sions a Nelaton catheter was used to permit 
greater penetration (see fistulograms). 

Meanwhile the patient’s condition showed 
a general improvement. Irrigations of the 











Fig. 1 (see text). 


cavity were continued; routine analyses were 
made, and the patient was prepared for defi- 
nite surgical intervention. A cholecystectomy 
was carried out with the patient under gen- 
eral anesthesia induced with pentothal- 
curare and pantocaine 2 per cent injected 
intravenously. 

The surgical team consisted of: the oper- 
ating surgeon (Dr. Magaldi) ; assistants, Drs. 
Naselli and Scillone, and anesthetist, Dr. 
Costa. 

The peritoneum was opened by a subcostal 
incision, and the parietovisceral adhesions 
were freed. The gallbladder was isolated and 
was noted to be intact except for a fistula 
near the neck, adhering to the posterior 
parietal planes, the fistulous tract continuing 
in the middle segment of the wall of the flank 
corresponding to the Grynfeld space. There 
the dissection was finished, with closure of 
the fistulated parietal peritoneum. 

The cholecystectomy having been per- 


formed (see photograph) an operative cho- 
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langiogram was taken, revealing a normal 
biliary tract. 

A rubber drain was placed in the fora- 
men of Winslow, and the abdomen was closed 
in layers with wire and clips. During the 
operation a curettage of the abscess cavity 
was effected, since fungoid material was ob- 
served in the wall of the cavity, and 10 ce. 
of cibazol was injected. 

The postoperative course was normal. 


COMMENT 


The evolution of the pathologic process 
in this case may be summarized as fol- 
lows: 

June 3: Patient admitted to hospital 
and abscess drained. 

June 16: Cholecystectomy performed. 

June 25: Patient discharged, cured. 

July 38: Patient started working at 
home, with no complaints. 

On consulting the Argentine and for- 
eign literature, I encountered the follow- 
ing publications. In Argentina Ronco- 
roni, a surgeon of Rosario, reported the 
first case, which was published in the 
Bulletin of the Rosario Society of Sur- 
geons, 2:4, Feb. 4, 1935, under the title 
“Spontaneous External Biliary Fistula.” 
The second case was reported by Drs. 
Michans and Mugaburu and published in 
the Bulletin of the Argentine Society of 
Surgeons (2:708, 1941), under the title 
“Cholecystoumbilical Fistula.” To date 
I have not found any other case reported 
from Argentina. 

In the foreign literature, Thilesus re- 
ported the first case in 1670. Later, in 
1890, Courvoisier published a complete 
summary of known cases, with a count of 
169 external biliary fistulas; and the latest 
publication was that by Henri and Orr 
(Surgery 26:4, 1941), in which 387 addi- 
tional cases were well studied and reg- 
istered. 

From a study of the aforementioned 
publications, the complication appears to 
be much more infrequent in our day, ow- 
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MAGALDI: CHOLELITHIASIS COMPLICATED BY GLUTEAL ABSCESS 


Fig. 2 (see text). 


ing to the great progress made in biliary 
surgery. 

The complication is more frequent in 
women than in men, especially in persons 
of advanced age (50 to 70 years), its 
antecedents being repeated hepatic colic 
associated with chronic cholelithiasis. 

Normally perforation of the gallbladder 
occurs in the fundus, and its cutaneous 
fistula can be localized mostly in the right 
hypocondrium (47 per cent), in the um- 
bilical area (25 per cent), in the right 
iliac region (15 per cent) or, less fre- 
quently, in other zones. 

The only reported case of posterior 
evolution was described by McCoy under 
the title “Gallstone Pass Through Sinus 
in Back,” published in the British Medical 
Journal (2:142, 1930). McCoy referred to 
an abscess near the level of the right para- 





vertebral area, opposite the first and second 
lumbar vertebrae. 

This complication calls for definite 
treatment by cholecystectomy, and I 
should like to emphasize the fact that 
roentgen examinations with lipiodol 
through the fistula reveal the diagnosis. 

Analyzing in particular the case here 
reported, I wish to emphasize its rare 





Fig. 3 (see text). 











gluteal location. In no literature con- 
sulted have I found a report of a case in 
which a giant abscess has failed to fis- 
tulize; in which it perforated the neck of 
the gallbladder instead of the fundus, the 
usual site of perforation, and in which it 
was finally cured after cholecystectomy. 

The peculiar and distant evolution of 
this complication which caused it to evac- 
uate through the weakened abdominal 
wall (in my case the Grynfeld space), the 
formation of a large gluteal subcutaneous 
abscess, and the absence of clinical dem- 
onstrations in the exploration of the upper 
part of the abdomen all go to show that 
this was indeed an extremely exceptional 
case. 


RESUME 


L’auteur rapporte le cas d’une Italienne 
de 68 ans, qu’il accompagne d’illustrations 
et de commentaire. Dans ce cas l’abcés 
de la fesse s’est développé en tant que 
complication spontanée d’une cholélithiase. 
La littérature contient peu de cas sembla- 
bles. C’est pourquoi, et aussi parce ce 
que l’opération a donné d’excellents résul- 
tats, auteur estime que ce cas mérite de 
retenir |’attention. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet unter Hinzu- 
fiigung von Abbildungen und Bemerkun- 
gen tiber den Fall einer 68jahrigen Ita- 
lienerin, bei der sich als spontane 
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Komplikation einer Cholelithiasis ein 
Glutaalabszess entwickelte. Nur wenige 
derartige Falle sind veréffentlicht worden. 
Aus diesem Grunde und wegen des aus- 
gezeichneten Erfolges chirurgischer Be- 
handlung halt der Verfasser es fiir ge- 
rechtfertigt, den Fa!l vorzustellen. 


SUMARIO 


Relata o caso de uma mulher de 68 anos 
no qual um abcesso glueteo se formou como 
complicacao espontanea de uma colelitiase. 
Este fato e o tratamento cirurgico com 
resultado excelente yorna o caso, na opi- 
niao do A, digno de atencao. 


RIASSUNTO 


L’autore riporta il caso di una donna di 
68 anni in cui si produsse un ascesso 
gluteo come complicazione spontanea di 
una colelitiasi. Di casi simili ne esistono 
pochi altri in letteratura e sono degni di 
essere ricordati; il risultato della cura 
chirurgica fu eccellente. 


RESUMEN 


El autor hace referencia a una enferma 
italiana de 68 anos en la que se produjo 
cxpontaneamente un absceso gluiteo en el 
curso de una colecistitis. En la literatura 
se citan pocos casos parecidos. Por esto 
y porque el tratamiento quirtrgico pro- 
dujo la curacion es por lo que el autor cree 
el caso digno de atenci6én. 


It is the common wonder of all men, how among so many millions of faces there 
are no two alike. 





—Sir Thomas Browne (Religio Medici) 

















Cardiovascular Surgery 


Thrombophlebitis of the Superficial and 


Deep Veins Treated with 


Phenylbutazone (Butazolidin) 


EGMONT J. ORBACH, M.D., F.I.C.S. 


NEW BRITAIN, CONNECTICUT 


HE treatment of thrombophlebitis 
has been profoundly influenced by the 
introduction of anticoagulant ther- 
‘ apy, which greatly reduces the danger of 
embolism in thrombophlebitis associated 
with surgery, pregnancy, and trauma. 
More recently it has been reported that 
erivascular inflammation associated with 
acute superficial thrombophiebitis could be 
rapidly resolved by the use of an anti- 
inflammatory agent, phenylbutazone.* 
Since the appearance of the initial re- 
ports by Sigg: in Switzerland and Stein 
and by Rose? in the United States, several 
other studies have confirmed the impres- 
sion that phenylbutazone is an extremely 
effective agent in treating thrombophle- 
bitis affecting the superficial veins of the 
extremities.* In the only series of cases in 
which equivocal results and significant un- 
toward reactions were reported,‘ failure 
to employ supportive therapy and unusu- 
ally prolonged administration of the drug 
appeared to be contributing factors. Taken 
together, the published reports indicate 
that moderate doses of phenylbutazone 
given over a short period usually result in 
the rapid relief of local pain and the res- 


*Phenylbutazone is marketed under the trade name “Buta- 
zolidin” by Geigy Pharmaceuticals, Division of Geigy Chem- 
ical Corporation, Ardsley, New York. 

Submitted for publication May 22, 1958. 
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The author evaluates the results 
cf short-term therapy with phenylbu- 
tazone in the treatment of 22 patients 
with acute thrombophlebitis affecting 
superficial and/or deep veins of the 
extremities. Signs of acute inflamma- 
tion subsided rapidly and completely 
in almost every case, and it proved 
unnecessary to administer phenyl- 
butazone for longer than one week 
to any of the patients treated. Phle- 
bitis recurred in 2 patients; a second 
course of phenylbutazone was suc- 
cessful with 1, but was not attempted 
with the other. The absence of toxic 
effects of phenylbutazone under 
these conditions indicates that this 
agent may be extremely helpful in 
the management of thrombophlebitis 
involving either superficial or deep 
veins. Further investigation of its po- 
tentialities in the treatment of these 
disorders is indicated. 





olution of erythema, swelling, and system- 
ic fever when it is present.* 

A one-week course of therapy is gen- 
erally sufficient to produce satisfactory res- 
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olution of the inflammatory process with- 
out recurrence. During administration of 
phenylbutazone under these conditions, no 
significant toxic effects of the drug have 
been observed.? 

Although the published studies men- 
tioned above have dealt principally with 
disorders of the superficial veins of the 
extremities, cases of deep-vein phlebitis 
have also been successfully treated with 
phenylbutazone. The present study was 
initiated to determine the clinical useful- 
ness of this agent, together with adjunc- 
tive measures including early ambulation 
and consistent use of compression band- 
ages, in the treatment of thrombophlebitis 
affecting e!ther superficial or deep veins. 

Technic: Twenty-two patients with 
acute thrombophlebitis were selected for 
trial with phenylbutazone. In 12 of the 
patients the disorder affected only super- 
ficial veins of the leg or thigh; deep veins 
were affected in the other 10, with 
superficial veins also involved in 1 case. 
The patients ranged in age from 33 to 78 
years, most of them being between 50 and 
70. Although none had any history of 
previous embolism, several had had epi- 
sodes of thrombophlebitis. Symptoms of 
the current disorder were of recent origin, 
and in most cases had been present for 
less than two weeks before phenylbutazone 
therapy was initiated. The phlebitis oc- 
curred postoperatively in 2 patients, after 
injection of sclerosing agents in 4, after 
mechanical trauma in 1 (diabetic) patient, 
and was of obscure origin or associated 
with varicosities in the rest. 

Phenylbutazone was administered orally 
to 16 patients and intramuscularly to 6. 
The usual oral dose was 300 mg. daily, 
given in divided doses, for the first two 
or three days. When administration was 
continued beyond that time, the dose was 
frequently reduced to 200 mg. daily. In 
no case was it necessary to continue oral 
phenylbutazone therapy longer than a 
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week, and the total amount administered 
to any patient did not exceed 2.1 Gm. Used 
intramuscularly, a single injection of 
600 mg. of phenylbutazone was generally 
sufficient to accomplish a lasting result, 
since the drug is absorbed slowly from 
intramuscular depots. No analgesic agent 
other than phenylbutazone was given to 
these patients, and narcotics were not em- 
ployed in any case. 

In all cases, compression bandages were 
used to reduce the initial edema and to 
prevent further swelling, and early am- 
bulation was encouraged. In several cases 
of superficial thrombophlebitis the vein 
was incised and the clotted or stagnated 
blood removed. Because patients in this 
study were to be given phenylbutazone for 
no longer than one week, hematologic 
studies were not considered essential and 
were not routinely performed. 

Results of Therapy. — Superficial 
Thrombophlebiiis: Therapy with phenyl- 
butazone produced a satisfactory resolu- 
tion of inflammatory activity in all of the 
patients treated. Pain and tenderness were 
relieved after one or two days of therapy, 
even in several patients with rather se- 
vere pain, and local heat was no longer 
apparent after two or three days. After 
a longer and variable interval, generally 
three days to one week, venous cords be- 
came less palpable and signs of periphlebi- 
tis disappeared completely. 

Deep Thrombophlebitis: The patients in 
this group were relieved of symptoms and 
objective signs of inflammation after two 
to five days of phenylbutazone therapy. 
Extreme tenderness, present in most of 
them when first seen, usually disappeared 
completely within two or three days; 
edema was absent after four or five days; 
and Homans’ sign, which was usually 
present at the beginning of treatment, 
could no longer be elicited after about a 
week, except in 1 patient, in whom it per- 
sisted for more than two weeks. 
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No toxic or other undesirable effects 
from phenylbutazone therapy were ob- 
served in any of the patients treated in 
this study. 

Phlebitis recurred in 2 patients after 
being controlled initially with phenylbuta- 
zone. In 1 case the second episode was 
terminated as easily as the first. In the 
other case the recurrence was not treated 
again with phenylbutazone, since the pa- 
tient was a diabetic woman with the Kim- 


-melstiel-Wilson syndrome. 


COMMENT 


The precise mechanism by which 
phenylbutazone acts in resolving thrombo- 
phlebitis is not entirely clear. The drug 
has definite analgesic and antipyretic 
activity, which may account in part for 
the rapid subsidence of pain and systemic 
fever that occurred after its administra- 
tion in this study. It promotes water re- 
tention, and the subsequent hemodilution 
may play a therapeutic role in the allevia- 
tion and prevention of propagation of 
thrombophlebitis. It is likely, however, 
that the most important effect of pheny!l- 
butazone on thrombophlebitis is its spe- 
cific anti-inflammatory activity. Stein° 
has shown that the inflammation following 
experimentally induced venous thrombosis 
in the rabbit is inhibited by phenylbuta- 
zone, and potent anti-inflammatory activ- 
ity has been demonstrated clinically in the 
treatment of gout, rheumatoid arthritis 
and other inflammatory diseases. 

The effectiveness of the drug may pos- 
sibly be related to Leriche’s observation 
that the pain of deep phlebitis, caused by 
afferent impulses reaching the central 
nervous system, is abolished by injection 
of procaine hydrochloride into the lumbar 
sympathetic chain. Lorente de N6’ postu- 
lated that this effect is due to the abolition 
of nerve impulses in internuncial neurons 
in this area. Thus, an agent with anti- 
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inflammatory activity might similarly 
abolish internuncial neuron activity by 
decreasing afferent impulses from the site 
of inflammation. 

Although the doses of phenylbutazone 
used in this study proved adequate to 
achieve prompt subsidence of signs of 
phlebitis, other investigators have occa- 
sionally employed doses up to 600 mg. 
daily for short periods without untoward 
effects. Such doses may sometimes be re- 
quired for optimal results when the con- 
dition is refractory or chronic. 


RESUME 


Une thérapeutique de courte durée au 
phénylbutazone a été étudiée sur une série 
de 22 cas de thrombophlébite aigué des 
veines superficielles ou profondes des ex- 
trémités. 

Les symptomes d’inflammation aigué 
ont rapidement et complétement disparu 
dans presque tous les cas aprés un traite- 
ment n’excédant jamais une semaine. 

Sur deux cas de récidive, un second 
traitement a amené la guérison dans un 
cas; le second cas n’a pas été traité, 

L’absence de toxicité du phénylbutazone 
administré dans ces conditions en fait un 
auxiliaire précieux. D’autres recherches 
concernant son action sur ces troubles sont 
décrites. 


ZUSAMMENFASSUNG 


Es liegt eine Auswertung der kurzfristi- 
gen Behandlung mit Phenylbutazon vor, 
die bei 22 Patienten mit akuter Throm- 
bophlebitis der oberflachlichen oder tiefen 
oder auch beider Venengruppen der Glied- 
massen angewandt wurde. 

In fast allen Fallen verschwanden die 
Zeichen akuter Entziindung sehr schnell 
und vollstindig; bei allen behandelten Pa- 
tienten stellte sich die Anwendung des 
Phenylbutazons fiir langer als eine Woche 
als unnotig heraus. 

Bei zwei Kranken kam es zu einem 
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Riickfall von Venenentziindung ; bei einem 
von diesen erwies sich eine zweite Phenyl- 
butazonbehandlung als erfolgreich, bei 
dem anderen wurde kein weiterer Behand- 
lungsversuch unternommen. 

Das Ausbleiben toxischer Wirkungen 
des Phenylbutazons lasst darauf schlies- 
sen, dass sich das Mittel mit grossem 
Nutzen in der Behandlung der Thrombo- 
phlebitis oberflachlicher oder tiefer Venen 
anwenden lasst. Weitere Untersuchungen 
iiber die Méglichkeiten in der Behandlung 
dieser Krankheitszustande sind am Platze. 


RESUMEN 


La terapia con fenil-butazona dié buenos 
resultados a corto plazo en 22 casos de 
tromboflebitis, ya de las venas superficia- 
les va de las profundas o ya de ambas, en 
las extremidades. 

Los signos de inflamacion aguda cedie- 
ron pronto y por completo en casi todos 
los casos, y se comprobé lo inecesario de 
prolongar el tratamiento durante mas de 
una semana. 

Uno de los dos enfermos que recidivaron 
fué sometido de nuevo al mismo trata- 
miento lograndose la completa curacidén; 
en el otro no se intento. 

La ausencia de efectos toxicos de la 
fenilbutazona en estas situaciones, indica 
que este medicamento puede ser muy Util 
en el tratamiento de las tromboflebitis 
superficiales 0 profundas. 

Se sefialan ademas trabajos de investi- 
gacién sobre la aplicacién del medica- 
mento en estas enfermedades. 


RIASSUNTO 


Gli effetti della terapia con fenilbuta- 
zone stati studiati in un gruppo di 22 
malati con tromboflebite acuta delle vene 
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superficiali o profonde degli arti inferiori. 

I segni della flogosi scomparver imme- 
diatamente e completamente in quasi tutti 
i casi e non fu mai necessario prolungare 
il trattamento oltre i sette giorni. La 
flebite recidivd in 2 malati, uno dei quali 
fu di nuovo curato con successo col fenil- 
butazone. 

L’assenza di manifestazioni tossiche da 
parte del farmaco, in queste condizioni, 
indica che esso pud essere impiegato con 
la massima utilita nella cura delle trombo- 
flebiti, e merita ulteriori controlli. 
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Urachal Adenocarcinoma of the Urinary Bladder 


Report of Two Cases 


ALLAN K. SWERSIE, M.D., F.A.C.S.,* CYRIL SOLOMON, M.D.,** 
AND BLAS O. RAYOS JR., M.D. 


NEW YORK CITY, NEW YORK 


HE incidence of adenocarcinoma of 
[ine urinary bladder in relation to the 

total number of tumors of the bladder 
has been reported at 0.5 per cent.! In all, 
72 cases of urachal adenocarcinoma of the 
urinary bladder have been reported.? Un- 
common conditions, by some irrational 
mathematical law, group themselves in 
cycles. Within a few weeks we encoun- 
tered 2 cases of adenocarcinoma of the 
bladder of the mucus-secreting type, of 
urachal origin. 

The following classification of adenocar- 
cinoma of the bladder, suggested by 
Wheeler, Hill and Ackerman, is generally 
accepted: (1) primary, occurring either 
in a normally placed or in an exstrophied 
bladder; (2) urachal, and (3) metastatic 
or invasive. 

The pathogenesis of adenocarcinoma of 
the bladder is illustrated by Figure 1. The 
diagnostic criteria for urachal adenocar- 
cinoma of the bladder are: (a) location at 
the dome of the bladder; (b) absence of 
cystitis cystica and cystitis glandularis; 
(c) predominant involvement of the mus- 
cularis rather than the submucosa, with 
an intact or ulcerated bladder epithelium; 
(d) presence of a urachal remnant con- 
nected with the neoplasm, and (e) pres- 
ence of a suprapubic mass. 


Submitted for publication Feb. 20, 1958. 








Two cases of adenocarcinoma of 
the bladder, mucus-secreting type, 
urachal in origin, are added to the 
literature. 

In 1 case a wide segmental resec- 
tion of the bladder was done, with 
recurrence of the tumor and metas- 
tases to the omentum and mesentery. 
In the other case the condition was 
inoperable, in view of the extent and 
advancement of the lesions. 











Treatment of the tumor by cystotomy 
with fulguration or transurethral fulgura- 
tion is inadequate, and segmental resec- 
tion is a minimal procedure. For adeno- 
carcinoma of urachal origin, anything less 
than wide segmental resection, including 
a generous cuff of grossly normal mucosa, 
will result in failure to eradicate the neo- 
plasm. 

Wheeler reported that, among 52 pa- 
tients with urachal adenocarcinoma, there 
was only 1 five-year survival, 10 patients 
surviving from one to three years. 

Two cases of adenocarcinoma of the 
bladder, of the mucus-secreting type and 
of urachal origin, have been encountered 
at the French Hospital. 
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MUCOUS SECRETING 
ADENOCARCINOMA 





SQUAMOUS CELL CARCINOMA 


Fig. 1.—Pathogenesis of adenocarcinoma of the bladder. (Courtesy of authors and 
publisher: Howard, A. H., and Bergman, R. T., J. Urol. 59:455-460 [March] 1948). 


REPORT OF CASES 


CASE 1.—A. R., a 42-year-old Negress, was 
admitted to the Urological Service on May 9, 
1956, complaining of frequency, urgency, 
nocturia and terminal gross hematuria of 
three weeks’ duration. She had had an epi- 





sode of urinary distress two years earlier, 
associated with a suprapubic abscess. 
was treated with antibiotics. 
Examination revealed a nodular supra- 
pubic mass 4 by 5 cm., which, as indicated 
by bimanual palpation, seemed related to 
Intravenous uro- 


This 


the wall of the bladder. 
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graphic study revealed normal upper tracts. 
The dome of the bladder appeared irregular 
in the cystogram. On cystoscopic study a 
solid-roofed tumor 4 cm. in diameter pro- 
jected into the lumen from the left of the 
midline. Biopsy of this mass (Fig. 2, above) 
showed markedly metaplastic cells dipping 
into polypoid tissue projections. Clumps of 
atypical cells were noted, with tissue spaces 
surrounded by dense lymphocytic reaction. 
Because of necrosis and inflammation, an 
exact diagnosis was not possible. A repeat 
biopsy (Fig. 2, below) showed numerous atyp- 
_ical cells with moderately large hyperchromatic 
nuclei, generally anaplastic and pleomorphic, 
tending also to form glands. A tendency to 
mucin formation was noted peripherally. 

A diagnosis was made of adenocarcinoma 
of the urinary bladder, mucus-secreting type. 





Fig. 2 (Case 1).—Photomicrographs of biopsy 

specimen, high power (above) and low power 

(below), showing inflammatory infiltration and 
cellular metaplasia. 
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Fig. 3 (Case 1).—Photomicrograph of repeat 

biopsy specimen, showing anaplastic and pleo- 

morphic cells with tendency to mucin and gland 
formation. 


A gastrointestinal series and barium enema 
studies gave negative results, as did other 
studies for primary foci elsewhere. 

Operation on May 23 showed a mucus- 
secreting tumor involving the dome of the 
bladder and encroaching upon the supra- 
pubic area. The tumor-bearing area and a 
wide cuff of normal bladder wall were re- 
moved by segmental resection. Grossly the 
specimen was nodular, rubbery and yel- 
lowish pink, with many punctate areas of 
hemorrhage. Microscopically (Fig. 3), in- 
vading the subepithelial layer were groups 
and sheets of atypical cells with vacuplated 
cytoplasm due to mucin production pushing 
the nuclei to one side, forming signet ring 
cells. The major part of the tumor mass was 
in the muscular layer. There was no evi- 
dence of cystitis cystica. The diagnosis con- 
firmed the biopsy report: adenocarcinoma of 
the urinary bladder, mucus-secreting type. 

The patient had an uneventful postopera- 
tive course and left the hospital eighteen 
days after the operation. Readmission for 
tumor recurrence and reoperation on Jan. 
29, 1957, showed metastases to the omentum. 
The patient was followed in the outpatient 
department for a few weeks and then failed 
to appear. It was learned that she died at 
another hospital in July 1957. 


CASE 2.—S. R., a white man aged 71, was 
admitted to the hospital on March 3, 1956, 
complaining of frequency, dysuria and supra- 
pubic fullness. Symptoms had been severe 
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Fig. 4 (Case 2).—Low power (above) and high 
power (below) photomicrographs of operative 
specimen, with groups of atypical cells showing 
mucin production and signet ring formation. 


for four weeks, and there was recent notice- 
able loss of weight. 

Examination revealed a fixed, firm, tender, 
ill-defined suprapubic mass. The residual 
urine amounted to 2 ounces. Intravenous 
urographic study showed a normal right 
upper tract and slight left hydrouretero- 
nephrosis. A cystogram showed compression 
and flattening of the urinary bladder on the 
right side by a mass at first considered 
extravesical. Cystoscopic study on March 5 
revealed Grade 2 trilobar benign prostatic 
hypertrophy, generalized bladder trabecula- 
tion and a tumor, 2 cm. in diameter, in the 
roof, just to the right of the midline, ulcera- 
tive and surrounded by a large area of in- 
filtration. Biopsy (Fig. 4, above) showed 
mucus-secreting, bizarre anaplastic cells with 
large hyperchromatic nuclei, in some cases 
forming signet type cells. 
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On March 15 exploratory laparotomy was 


performed. The greater omentum was ad- 
herent to the dome of the bladder. There 
were no intra-abdominal masses. In the 


pelvis was a firm, fixed mass involving the 
urinary bladder and the prevesical space. 
It assumed a semilunar, concentric shape 
and extended toward the lateral pelvic walls. 
To the right side of the midline the mass 
bulged into the peritoneum. It was not pos- 
sible to extend the plane of cleavage because 
of the extreme induration and infiltration. A 
specimen of the tumor taken for biopsy 
(Fig. 4, below) showed bizarre atypical hyper- 
chromatic cells, with many mitotic figures, 
invading fat, fibrous tissues and the planes 
of the bladder wall. Signet ring cells were 
numerous. Tumor giant cells containing as 
many as 5 nuclei were noted. A diagnosis of 
mucus-secreting adenocarcinoma of the blad- 
der was made. The patient was discharged 
on April 2 after a good operative recovery 
but was readmitted two weeks later with 
loss of consciousness, left hemiplegia, uri- 
nary and fecal incontinence, otorrhea and 
cachexia. He died on April 18. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNG 


Das Schrifttum iiber schleimsezernie- 
rende aus dem Urachus stammende Ade- 
nokarzinome der Harnblase wird um zwei 
Falle bereichert. 

In einem Falle erfolgte eine umfang- 
reiche Resektion eines Segments der 
Blase; es kam zu einem Rezidiv der Ge- 
schwulst und zu Metastasen im Omentum 
und in Mesenterium. Im anderen Falle 
handelte es sich um eine wegen der Aus- 
dehnung der Geschwulst unoperable Er- 
krankung. 


RIASSUNTO E CONCLUSIONI 


Vengono descritti due casti di adenocar- 
cinoma della vescica, mucosecernente, di 
derivazione dall’uraco. In uno si fece un’ 
ampia resezione segmentaria della vescica, 
con successiva comparsa di recidiva e me- 
tastasi all’omento e al mesentere; nell’altro 
la lesione si dimostréd inoperaible per la 
diffusione del tumore. 
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RESUME ET CONCLUSIONS 


L’auteur ajoute a la littérature deux 
nouveaux cas d’adénocarcinome de la ves- 
sie, du type mucosécrétoire a point de 
départ de l’ouraque. 

Dans un cas une large résection partielle 
de la vessie a été effectuée; récidive tumo- 
rale avec métastases de l’épiplon et du 
mésentére. Le second cas était inopérable 
du fait de l’envahissement des lésions. 


RESUMEN Y CONCLUSIONES 


Se afiaden a la literatura dos casos de 
adenocarcinoma mucosecretor de la vejiga, 
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originado en el uraco. 

En uno de los casos se hizo una resec- 
cién parcial amplia de la vejiga, con apari- 
cidn posterior de metastasis en el epiploon 
y mesenterio. En el otro el proceso estaba 
tan avanzado que hacia inttil el trata- 
miento quirtrgico. 
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The history of surgery may be summed up as the history of the surgeon’s assault 
upon the three main cavities in the human body: the abdomen, the thorax and the 
cranium, which were “invaded” in the order mentioned, perhaps because the ab- 
domen was easily broached by the enemy’s knife and the surgeon’s scalpel, while 
the thorax and the cranium, protected as they are by a wall of bone, were hard to 
reach by either one. The craniotomies practiced so frequently by aborigines were 
an attempt not so much to penetrate into the cranial box as to provide possessing 
demons with an outlet for escape. Parallel to the surgical fears in opening the 
great cavities of the body, there developed the idea—basic to Neurology and 
Psychiatry—of locating the seat of life in each one of them in turn. The first 
chosen, by the pre-Homerics, was the abdomen and its large viscera, particularly 
the liver, which, because of its size and the amount of blood it contained, was taken 
as the seat of the soul; later, in Homeric times, the heart was considered the seat 
of life and of the passions; and, finally, the post-Homeric physicians deemed the 
brain to be animated with the magic breath that nurses the fire of life. 
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Syntocinon was employed in 210 
cases for the following indications: 
uterine irritability, ejection of milk, 
induction of labor and postpartum 
disturbances. Dosage varied with 
the indications for use. 

A slight, fleeting elevation in blood 
pressure was noted in 2 cases. 

Loss of blood was minimal in most 
of the cases. Five patients exhibited 
soft uteri and some bleeding. This 
was controlled by administration of 
1 cc. of intramuscular Methergine, 
thirty-five to forty minutes after in- 
travenous injection of Syntocinon. 

Regardless of the route of admin- 
istration of Syntocinon and the anes- 
thetic employed, Syntocinon proved 
to be a safe and effective oxytocic. 











HE uterus is undoubtedly one of the 
most dynamic organs in the body. 
Since 1732, the literature has been 
replete with accounts of investigations of 
uterine physiology. It is a fact that the 
pregnant uterus becomes increasingly mo- 
tile until, at term, uterine contractions 


From the Department of Obstetrics, Bernalillo County- 
Indian Hospital, Albuquerque. 

*Syntocinon furnished by Mr. H. Althouse, Sandoz, Phar- 
maceuticals. 


become forceful enough to expel the fetus. 
Exactly what constitutes the stimulus for 
the initiation and perpetuation of this 
powerful uterine contractility, however, 
is not known. In spite of its relatively 
limited knowledge medical science has 
been able, through the employment of 
specific drugs known as oxytocics, to stim- 
ulate and increase the motor activity of 
the uterus. The oxytocics are, therefore, 
the drugs of greatest consequence in all 
stages of labor. 

Two of the most common oxytocic 
agents in present use are the alkaloids of 
ergot (ergonovine) and the oxytocin prin- 
ciple of the posterior lobe of the pituitary 
gland. In addition to these, other oxytocics 
have found their way into the practice of 
obstetrics. 

Quinine slightly influences the pregnant 
uterus, crossing the placental barrier. 
Histamine acts directly on the myome- 
trium, but the usual therapeutic dose, 
when clinically investigated, failed to elicit 
significant oxytocic response. Epinephrine 
in large doses induces uterine motility, 
while small amounts inhibit contractions. 
Many other preparations known to have 
some stimulating influence on uterine mo- 
tility have been replaced by newer and 
more effective drugs. 

Methylergonovine, a semisynthetic ergot 
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alkaloid, is most appropriately adminis- 
tered at the end of the third stage of labor. 
It causes a strong uterine contraction that 
constricts the large blood sinuses as soon 
as the placenta is expelled. Postpartum 
hemorrhage is further prevented by its 
prolonged action. A contraindication to 
the use of ergot is the second stage of 
labor, as compression of the cord and 
asphyxiation of the fetus are almost cer- 
tain. If it is given before the placenta is 
detached from the uterine wall, separation 
and delivery will be delayed, because the 
lower uterine segment is the area most 
profoundly affected by ergot. 

The action of the oxytocin fraction of 
the posterior pituitary lobe closely simu- 
lates the physiologic activity of the preg- 
nant uterus. This is, the contractions 
begin from the fundus and proceed down- 
ward. Its systemic duration is short. 
Pitocin may be administered with caution 
in the first, the second and, sometimes, the 
third stage of labor. 

Oliver and Shafer! discovered, in 1895, 
the extract of the posterior pituitary gland 
containing oxytocin and vasopressin hor- 
mones, but it was first used in obstetrics 
fourteen years later by Blair Bell.? In 
1928, Kamm and his co-workers*® were 
successful in partial purification of the 
active posterior pituitary principles. The 
end products were the oxytocin-containing 
preparation pitocin and the antidiuretic- 
containing preparation pitressin. Each of 
these products is to some extent contami- 
nated with the active principle of the 
other, pitocin containing about 5 per cent 
of pressor activity. 

In 1953 du Vigneaud, and others? and, 
simultaneously, Tuppy® disclosed the 
structural formula of oxytocin. Du Veg- 
neaud and his associates were successful, 
during the same year and for the first 
time, in synthesizing the polypeptide hor- 
mone, which proved to be clinically and 
biologically identical with naturally occur- 
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ring pure oxytocin. In 1955, Boissonnas, 
Guttmann, Jaquenoud and Waller,® devel- 
oped a new synthesis of oxytocin (Synto- 
cinon). By this method, for the first time, 
the production of synthetic oxytocin on a 
large scale became possible. Being syn- 
thetic, it is pure and free of vasopressin. 
Studies by various investigators have 
shown that, pharmacologically, Syntocinon 
is qualitatively and quantitatively equiva- 
lent to natural oxytocin. 

Materials, Methods and Results.—Syn- 
thetic oxytocin (Syntocinon) was used on 
210 patients at the Bernalillo County- 
Indian Hospital in the following cate- 
gories: (1) uterine irritability; (2) milk 
ejection; (3) labor induction and (4) post- 
partum. 

1. Uterine Irritability: Knowledge of 
the stage of uterine irritability as preg- 
nancy nears an end may serve as a deci- 
sive tool in the management of many ter- 
minal obstetric problems. Increased ute- 
rine activity implies that spontaneous 
labor is imminent, while the opposite is 
true of the relatively quiescent uterus. 
Unless uterine irritability is heightened 
to the degree required for spontaneous 
labor, the accepted methods of induction 
are futile. 

Smyth’ illustrated the fact that assess- 
ment of the biologic irritability of the 
uterus has far-reaching clinical applica- 
tion. This may be accomplished by con- 
ducting an oxytocin sensitivity test. In 
the case of surgical induction of labor, test 
results may be correlated with the interval 
between the rupture of the membranes 
and the onset of labor. If the normal pa- 
tient is near term, the evaluation may be 
applied to estimate the interval to be ex- 
pected before spontaneous labor occurs or 
the necessity of induction. For patients 
requiring hasty delivery, the wisdom of 
cesarean section may be estimated. 

When the oxytocin-sensitivity test is 
performed, the patient should be kept at 
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bed rest for about an hour before the test 
and the abdomen observed for fifteen 
minutes to detect any spontaneous con- 
tractions. Syntocinon in doses of 0.01 unit 
cubic centimeter in 10 cc. of 5 per cent 
G/W is prepared in a syringe. At the end 
of a spontaneous contraction, 0.01 unit is 
injected intravenously. This is repeated 
at one-minute intervals until a contraction 
occurs. The total dose is the oxytocin sen- 
sitivity index. It will be frequently noted 
that the induced contraction is stronger 
than the preceding spontaneous contrac- 
tion. This is indicative of myometrial 
participation to the point of exciting the 
entire uterus. 

The oxytocin-sensitivity test was ap- 
plied to 10 patients admitted to the hospi- 
tal in false labor. Each underwent a com- 
plete anamnesis and physical and pelvic 
examinations. When twenty-four hours 


had elapsed and signs of labor had not 
appeared, the test was used. Results re- 
vealed that patients who received 0.04 


units or less of Syntocinon went into labor 
spontaneously, with or without rupture of 
the membranes. In 1 patient labor was 
induced and delivery accomplished in four 
hours and 16 minutes. Those who required 
more than 0.04 units before responding 
with a contraction showed no signs of 
labor and were discharged from the hos- 
pital the next day. These returned in 
active labor after not less than five days. 

2. Milk Ejection: Only in recent years 
has the oxytocin hormone of the posterior 
pituitary gland been employed for its 
activity in the ejection of milk from the 
engorged human breast. This action of 
oxytocin on the mammary gland was first 
observed by Ott and Scott’ in lactating 
goats and was confirmed by numerous in- 
vestigators. Experimental work led to the 
conclusion that lactation is completed in 
four stages: 1. Mastogenesis, occurring 
early in pregnancy, is under the influence 
of the estrogens which cause enlargement 
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of the glandular tissue and ducts, the al- 
veolar development being determined by 
progesterone. 2. Lactogenesis follows the 
production of prolactine by the acidophil 
cells of the anterior pituitary after separa- 
tion of the placenta. 3. Galactopoiesis, the 
continuing secretion and excretion of milk, 
is under the neurohormonal stimulus of 
sucking, via the hypothalamus and the 
posterior pituitary gland. 4. Cessation of 
lactation results when sucking is discon- 
tinued and prolactin production ceases. 
With the recurrence of the gonadotrophic 
function of the pituitary, prolactin produc- 
tion is inhibited. The onward flow of 
milk is under the influence of the oxytccin 
hormone of the posterior pituitary, which 
causes contraction of the unstriped muscle 
fibers around the glands and ducts. When 
the production of this hormone is insuf- 
ficient, engorgement of the breast is mani- 
fest. 

Oxytocin is not effective until there is 
milk in the breast and is useless in the 
treatment of simple engorgement due to 
venous and lymphatic stasis occurring on 
the second to fourth postpartum day. 
Numerous investigators have recom- 
mended its administration to mothers with 
breasts painfully engorged with milk. 
Clinically, Douglas, Kramer and Bonsnes? 
reported encouraging results with oxyto- 
cin; softening of the breast occurred, and 
the infant obtained an adequate amount 
of milk. 

In this study Syntocinon was employed 
for the relief of mammery engorgement in 
10 normal lactating women. Nine were 
in their fourth or fifth postpartum day; 
one was in her thirteenth postpartum 
month. Two units of Syntocinon were 
given intramuscularly. Within two min- 
utes ejection of milk and relief of pain 
were effected in all patients. 

A 36-year-old Indian woman, gravida °5, 


para 4, aborta 1, was admitted to the Medical 
Service on April 3, 1958, for diagnostic study. 
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Three days after admission the patient com- 
plained of severe pain in the breast, due to 
engorgement. She was unsuccessfully treated 
with Meperidine. Upon obstetric consultation 
it was learned that the patient had been de- 
livered thirteen months previously on the Res- 
ervation and was still breast-feeding her in- 
fant. She expressed the desire to continue to 
do so after her hospitalization. Syntocinon, 2 
units, was given intramuscularly. Within five 
minutes milk was emitted from the breasts 
and the pain subsided. 

3. Initiation of Labor: The employment 
- of oxytocics to hasten the process of child- 
birth is not new. It was not until 1943, 
however, that the method of intravenous 
drip administration of these agents 
aroused universal interest. Since that time, 
Hellman’? and many others have discussed 
the indications and contraindications of 
this procedure. 

Caldeyro-Barcia and his associates" 
demonstrated the relation between the 
rate of infusion of oxytocin and the re- 
sulting alterations in uterine contractility 
and the rational basis for a method of 
evaluation the functions of the pregnant 
human uterus. The results seem to suggest 
the possibility of employing the intrave- 
nous infusion of Syntocinon as a research 
tool for exploring uterine function in nor- 
mal and abnormal situations. Caldeyro- 
Barcia and Poseiro! stated that Synto- 
cinon, if infused in proper doses, causes 
an increase of the intensity and frequency 
of uterine contractions without signifi- 
cantly raising the tonus. 

In this study, intravenous drip Synto- 
cinon, in the standard dilution, was given 
to stimulate labor contractions in 10 pa- 
tients for clinical evaluation of the drug. 
Each patient was carefully observed prior 
to induction to confirm the absence of 
spontaneous labor. All patients responded 
to stimulation and were delivered within 
periods ranging from three hours and 
forty-five minutes to six hours. No signifi- 
cant complications were noted. A slight 
elevation in blood pressure, not exceeding 
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20 mm. of mercury, was noted in 2 pa- 
tients. Similar elevations in blood pres- 
sure had been observed previously in 
women whose labor was induced with 
pitocin. 


CASE 1.—A 25-year-old Indian woman, para 
5, gravida 4, was admitted to the obstetric 
department of the hospital on March 16, 1958. 
She stated that her last menstrual period had 
occurred on June 8, 1957. Examination dis- 
closed a full-term pregnancy, the fetal head 
engaged and the cervix effacing. Labor con- 
tractions were not palpated. 

Owing to the fact that the patient lived on 
the Navajo Reservation, 150 miles from the 
nearest hospital, she was detained for a uter- 
ine irritability test. Uterine contractions were 
elicited with 0.02 units of Syntocinon. Intra- 
venous drip Syntocinon was then begun, to 
which the patient responded well. She was 
delivered after a labor of four hours and six- 
teen minutes. 

During labor an increase in blood pressure 
of only 10 mm. of mercury was recorded. The 
intravenous drip Syntocinon was discontinued 
before delivery, and a severe hemorrhage en- 
sued. This was controlled with uterine mas- 
sage and intravenous Methergine. 


CASE 2.—A 38-year-old white woman, grav- 
ida 8, para 7, was admitted to the hospital 
on March 22, 1958, with an acute asthmatic 
attack accompanied by vaginal bleeding. She 
was in a state of shock; blood pressure in 
millimeters of mercury was 60 systolic and 0 
diastolic. 

Examination disclosed a full-term preg- 
nancy. When blood transfusion and oxygen 
were administered, the blood pressure rose to 
94 systolic and 60 diastolic. Labor was then 
induced with intravenous drip Syntocinon. 
The patient was delivered in three hours and 
forty-five minutes. Her asthmatic status, 
which had not responded to any medication, 
and her general condition improved imme- 
diately after delivery. She was discharged in 
satisfactory condition on the fifth day post- 
partum. 

4. Postpartum Period: In order to re- 
duce maternal morbidity during the fourth 
and most critical stage of labor, inves- 
tigators in several countries are evaluat- 
ing the oxytocics currently used to control 
and minimize postpartum hemorrhage. 
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Noack" studied postpartum hemorrhage 
in 58,000 woman between 1937 and 1953 
and reported the incidence at 10 per cent. 
When those with predisposing factors, 
such as operative delivery, placenta prae- 
via, premature separation of the placenta, 
multiple pregnancy and hydrmanios were 
excluded and only those with spontaneous 
vertex delivery considered, the number re- 
mained at 4,474. Noack concluded that 
previous abortion or operative delivery, 
bleeding in each pregnancy, prolonged 
pregnancy, prolonged labor and infants 
above the average in weight were factors 
predisposing to postpartum hemorrhage. 
Prophylactic intravenous injection of oxy- 
tocic drugs after delivery of the anterior 
shoulder was recommended. Daro and his 
co-workers'! advocated the pitocin infu- 
sion for the control of hemorrhage due to 
uterine atony. Shulman and his associa- 
tion,'” however, stated that 8 patients with 
uterine atony were studied and failed to 


respond to treatment with pitocin and er- 
gotrate, all requiring surgical treatment. 
British physicians used an alkaloid of er- 
got, without better results. 

The present uterotonic drugs are not 
clinically devoid of undesirable side ef- 


fects. A comparative clinical evaluation 
of various oxytocin preparations adminis- 
tered to 894 patients was compiled by 
Friedman,'* who reported that only di- 
hydroergotamine was ineffective. Ergono- 
vine and methylergonovine were shown to 
possess emetic and vasopressor properties. 
The purified oxytocic principle of the pos- 
terior pituitary gland (Syntocinon) alone 
was almost free of untoward effects. 

One hundred and eighty consecutive pa- 
tients, white, Indian and Negro, who were 
delivered by the vaginal route, were given 
5 units of Syntocinon intravenously at the 
presentation of the anterior shoulder. The 
first 5 patients exhibited soft uteri and 
bleeding within thirty-five to forty min- 
utes after delivery and were successfully 
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treated with 1 cc. of intramuscular 
Methergine. The remaining patients were 
routinely given 1 cc. of Methergine in ad- 
dition to the Syntocinon before leaving 
the delivery room. Two of these patients 
had hemorrhages on the sixth postpartum 
day, but dilation and curettage revealed 
that the bleeding was due to retained frag- 
ments of placenta. The bleeding encoun- 
tered in the first 5 patients may possibly 
be explained by the inactivation of Synto- 
cinon by oxytocinase. Bleeding in the 
other 175 patients was minimal, not ex- 
ceeding 50 cc. The placenta was manually 
removed in 2 instances. 

Ten additional patients were given 10 
units of intravenous Syntocinon after de- 
livery of the infant by cesarean section. 
This permitted visualization of the uterine 
contraction, which proved to be from the 
fundus downward. The amount of bleed- 
ing was reduced, affording a better visual 
field for repair of the myometrium. 


RESUME 


Le Syntocinon a été utilisé dans 210 cas; 
il s’agissait des indications suivantes: ir- 
ritabilité utérine, éjection de lait, début 
du travail de l’accouchement et troubles 
post-partum. Les doses administrées ont 
varié suivant les cas. 

Une élévation minime et passagére de 
la pression sanguine a été notée dans 
deux cas. 

Il y a eu une perte de sang insignifiante 
dans la plupart des cas. Cinq malades ont 
présenté un utérus ramolli et un peu de 
saignement, état qui a pu étre neutralisé 
par l’administration intramusculaire de 
1 cc de Methergine 35 a 40 minutes aprés 
l’injection intraveineuse de Syntocinon. 

Quels que soient la voie d’administration 
du Syntccinon et l’anesthésique utilisé, le 
Syntocinon s’est révélé étre un oxytocique 
sar et efficace. 
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Syntocinon foi empregado em 210 casos 
com as seguintes indicagées: irritabilidade 
uterina, retencao de leite, induccao do tra- 
balho de parto e disturbios do posparto. 
Foi notada uma discreta elevacao da pres- 
sao em 2 casos.. A perda de sangue foi 
minima em muitos casos. 5 doentes exibi- 
ram discreto sangramento e amolecimento 
uterino, o que foi controlado pela adminis- 
tracao de loc. de Methergine intramuscu- 
lar, 35-40 minutes depois da injecao de 
Syntocinon. Esta droga provou ser um 
ocitocico seguro e eficiente sem correlacao 
com a via de administracéo nem o tipo de 
anestesico empregado. 


ZUSAM MENFASSUNG 


Syntocinon wurde in 210 Fallen bei fol- 
genden Indikationen angewandt: Reizbar- 
keit der Gebarmutter, Ausscheidung von 
Milch, Induktion von Wehen und Wochen- 
bettsst6rungen. Die Dosierung wechselte 
je nach der vorliegenden Indikation. 

Eine leichte voriibergehende Blut- 
druckserhéhung wurde in zwei Fallen be- 
obachtet. 

Blutverlust war in den meisten Fallen 
ausserst geringfiigig. Fiinf Patientinnen 
zeigten eine weiche Gebairmutter mit et- 
was Bluten. Dies wurde durch intra- 
muskulire Verabfolgung von 1,0 ccm 
Methergine 35 bis 40 Minuten nach intra- 
venoéser Einspritzung von Syntocinon ge- 
stillt. 

Ungeachtet des Weges der Verabfolgung 
des Syntocinons und der angewandten 
Anasthesie hat sich das Syntocinon als ein 
sicheres und wirksames wehenanregendes 
Mittel erwiesen. 


RESUMEN 


El Syntocinon ha sido usado 210 veces 
en las siguientes indicaciones: irritabili- 
dad uterina, eyeccién lactea, trastornos de 
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la induccién del parto y postpartum. La 
dosificaci6n varia con las indicaciones. 
En dos casos se produjo una ligera ele- 
vaciOn pasajera de la presién sanguinea. 
La mayor parte de las veces la pérdida de 
sangre fué minima. En cinco enfermas 


se pudo apreciar un utero blando con li- 
gera hemorragia. Esto fué combatido con 
la administraci6n intramuscular de 1 c.c. 
de Metergina 35 o 40 minutos después de 
la inyeccion de Syntocinon. 


Independientemente de la forma de ad- 
ministraci6n y del anestésico empleado el 
Syntocinon ha demostrado ser un oxitécico 
efectivo y seguro. 
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a 


“The Dentist,” hy Jan Victoors (1620-1676), who was born in Amsterdam and 
followed the school of Rembrandt. Many of his subjects were taken from the Old 
Testament, but he also painted peasant assemblies, charlatans, landscapes, markets, 
etc. The dentist depicted in this painting was apparently itinerant and worked 
before an admiring audience. It was pa‘nted in 1654 and gives an insight into 
the humorous aspect of the painter’s character. (Reproduced by courtesy of the 
Rijksmuseum, Amsterdam, The Netherlands.) 


—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), 


F.1.C.S. (Hon.) 





Detection of Carcinoma in Gynecology 


by Cytologic Technics 
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is ever achieved without enthusiasm.” 

That statement certainly is applicable 
to the field of cytology. Since Papanico- 
laou’s early efforts and introduction of the 
cytologic technic for the diagnosis of can- 
cer, a tremendous amount of enthusiasm 
has been generated for the procedure all 
over the world, and innumerable articles 
have been written about it. It is incon- 
ceivable, therefore, that significant prog- 
ress should not have been achieved in the 
scientific study and clinical application of 
cytologic technics. No surgeon in clinical 
practice, with its time-consuming commit- 
ments, can find time to keep abreast of 
all current developments pertaining to his 
specialty; so it is the responsibility of 
professional Congresses, therefore, to 
summarize and present such pertinent in- 
formation. 

The concept of the examination of 
desquamated cells of various portions of 
the body for diagnostic purposes did not 
originate in this century. Papanicolaou 
has ably summarized the historical devel- 
opment in the field of cytology.1 Perhaps 
the earliest report was made in 1828 by 
Donnet, who examined fresh smears of 
colostrum. About seventy-six years later, 
attention was drawn to its potentiality in 
the diagnosis of carcinoma, when the first 
study of this type was made by Nathan 
in 1914. 


Derr once said “Nothing great 


‘ — the Department of Pathology, Saint Joseph Hospital, 
urbank. 

Read at the Twenty-Third Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, Los Angeles, March 9-14, 1958. 

Submitted for publication April 1, 1958. 





The author emphasizes the impor- 
tance of the proper management of 
the patient, the collection of material 
and the proper preparation and 
treatment of the slides. Emphasis is 
placed upon making the smear by 
squeezing the collected material be- 
tween glass slides and spreading it 
evenly. The limitations of the cyto- 
logic procedure should be recog- 
nized, particularly with regard to the 
incidence of “false negative” and 
“talse positive” tests; and, especial- 
ly, the limitations of the examiner in 
regard to dyskaryotic cells should 
be remembered. The usefulness of 
the technic is emphasized. The pro- 
cedure is an important addition to 
the armamentarium of prophylactic 
and diagnostic medicine. A plea also 
is made for wider use of the cyto- 
prognostic test in the management 
and treatment of these patients. 











The next oldest reference to cytology 
was made in 1843 by Walche, who exam- 
ined grossly tiny pieces of tissue in the 
sputum. The first microscopic demonstra- 
tion of tumor tissue in sputum was made 
by Bell in 1860, from the sputum of a pa- 
tient with carcinoma of the pharynx. The 
time lag for the application of the cyto- 
logic diagnostic potentiality in sputum was 
only seventeen years in this instance. 

Pouchet in 1847 first reported studies 
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on the cyclic changes in the cells in vag- 
inal smears related to the menstrual cycle. 
Eighty-one years later Papanicolaou pub- 
lished his studies on the same subject, at 
a time when it was highly controversial. 
This added further impetus to his efforts, 
but it was not until the late 1930’s that he 
began his studies with Traut on the poten- 
tiality of vaginal smears in the diagnosis 
of malignant tumors, which resulted in 
their publication in 1943. There was a lag 
of ninety-six years between the time the 
epithelial cells of the female genital tract 
were first studied and the use of such cyto- 
logic means for the diagnosis of carcinoma 
was conceived. 

Exfoliative cytology wou'd not have 
reached its present state of development 
were it not for the technical development 
made by Papanicolaou. The ether-alcohol 
fixation of wet films and the specialized 
method of staining are invaluable for the 
preservation and definition of the fine 
morphologic details of the cells. 

Preparation of Smears.—There is no 
phase of cytology that is more important, 
except the actual cytologic diagnosis, than 
the collection and preparation of the ma- 
terial for examination. Failure on the part 
of the attending physician to heed the 
principles that have been set forth for 
this purpose results in a waste of his ef- 
forts and the patient’s money. The obste- 
trician and gynecologist are probably 
better oriented than the average physi- 
cian in this facet of the technic, but even 
many of these, judging from my own ex- 
perience, do not submit material adequate 
for study. There are many specialized 
methods for the procurement of the speci- 
men. A wooden tongue blade, Ayer’s spat- 
ula, cotton applicators, cervical caps, 
tampons and suction pipettes have all been 
advocated at different times in the pro- 
curement of the material for study, with 
varying advantages and disadvantages. 
Originally I recommended that one smear 
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be made from the lateral vaginal wall (for 
endocrine evaluation) ; another from the 
material in the posterior fornix of the 
vagina, and a third from the material in 
the cervical canal. This material usually 
is irregularly smeared on glass slides (in 
varying amounts) and then dropped into 
the ether-alcohol fixative. Often this re- 
sults in irregular films, some areas being 
excessively thick and others excessively 
thin. Few persons take the trouble to 
make uniform smears, with adequate sep- 
aration of the cells. 

As an improvement, Reagan? has rec- 
ommended that a drop of the material 
scraped from the vaginal portion of the 
cervix, and another drop aspirated from 
the endocervix, be squeezed and each 
spread between glass slides in a manner 
similar to that used in making bone mar- 
row films. 

For optimum cellular preservation, the 
slides are immediately plunged into alco- 
hol-ether fixative. Drying of the smears to 
any degree prior to fixation results in a 
considerable artefact. As a rule, the slides 
are left in the fixative for a minimum of 
one hour, after which they can be re- 
moved. 

Clinical Application.—There are three 
clinical areas for application of the cyto- 
logic study of desquamated cells in the 
female genital tract. One of these is the 
screening of a large number of patients; 
the second is the diagnostic application of 
the procedure, and the third is its prog- 
nostic usefulness in the treatment of cer- 
vical carcinoma. 

I have attempted to secure some recent 
statistical information on the value of 
cytologic study. Much of this was dis- 
cussed in October, 1956, at an Interna- 
tional Congress on Cytology in conjunc- 
tion with the Annual Meeting of the 
American Society of Clinical Pathologists, 
transactions of which have recently been 


published. 
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Table 1 reveals a detection rate varying 
from 0.23 to 1.85 per cent in screening 
for cervical carcinoma. It should be 
pointed out, however, that the higher per- 
centage is usually associated with private 
practice, in which some degree of selec- 
tivity of test material exists. 





TABLE 1.—Cytologic Study as a Screening 
Procedure 





Positive 
Number Detection Rate, 
of Persons % 
Erickson 
Dahlin et al 


Martin et al 


30,310 | 
11,207 
(private) 


130,000 
25,000—ti‘<‘i«<C 
“17,761 2~—ti««G 

~ 0.28-1.85 


Erickson (Memphis) 


Siegler (St. Lukes) 
Nieburgs (Georgia) 








12 additional reports 





The accuracy of diagnostic cytologic 
study is revealed by the information in 
Table 2, which is limited to uterine car- 
cinoma. The accuracy of positive diagnoses 
varies from 92 to 98.9 per cent. False pos- 
itive reports have been as high as 11.6 per 
cent and false negative reports as high as 
8 per cent. 

It should also be stressed that the diag- 
nostic accuracy varies directly with the 
care taken to secure and prepare the ma- 
terial and with the material and the num- 
ber of slides examined. A single smear 
taken from the vaginal pool has an accu- 
racy of only 71 per cent, as has been 
pointed out by Hertig.* If two or more 
slides of carefully selected material are 
made and examined, the accuracy approx- 
imates the higher figures. 

I am especially indebted to the studies 
of Reagan,‘ who, for the past ten years, 
has made repeated cytohistologic correla- 
tions and has established criteria for the 
identification of invasive carcinoma as 
contrasted with in situ carcinoma. The 
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chief differences are as follows: With in- 
vasive carcinoma the cells tend to be 
smaller, show more pleomorphism, exhibit 
more multinucleation and have macronu- 
cleoli when contrasted with the larger, 
more uniform, single cells of carcinoma 
in situ. Additional studies by McCormack 
and Belovich® in a series of 269 cases iden- 
tified 113 as carcinoma in situ and 156 as 
invasive carcinoma of the cervix, with an 
accuracy proportion of 93 per cent and 
94 per cent respectively. 

The case for endometrial carcinoma is 
not so good (Table 2). Berg and his asso- 
ciates® reported 55 cases, in two-thirds of 
which there was a positive or suspicious 
smear prior to operation. After operation 
the smears were reviewed and 3 more car- 
cinomas were identified, raising the inci- 
dence to 75 per cent. They pointed out, 
however, that cytologic study is not so 
important in the detection of endometrial 
carcinoma, since symptoms were present 
in a high percentage of the cases that 
would have led to the diagnostic dilation 
and curettement. 

In Table 3 I have outlined a proposed 
schedule for the detection of carcinoma, 
which, if faithfully followed, should be 
effective in detecting carcinoma of the fe- 





TABLE 2.—Scope of Diagnostic Cytologic Study 





True False False 
Positive, Positive, Negative, 
% % 70 
98.3 0 mee Cervix 


Tissue 


Scott & 

Reagan 95 
Kimmelstiehl 97. 
Hazard 92-97 3-8 Cervix 

; Cervix 
(invasive ) 


Cervix 
Cervix 


McCormack & %4 
Belovich ot 


Cervix 
93 (in situ) 


7 Endome- 
Berg et al 25 trium 
ACS (15 

clinics) i i 1.1 Uterus 
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TABLE 3.—Proposed Schedule for Detection of Carcinoma 
(Routine Examination Yearly) 





If no lesion present 


—— Make “Pap” Smears 


and do 
Schiller Iodine Test 


If negative 
repeat yearly 





L————>_ If positive 


Biopsy cervix (knife) 
D& 


If lesion present 


Biopsy lesion 


an 
make “Pap” Smears 


If smears positive 
and 
Biopsy negative 


Continue search 
with 
Smears and biopsy 


c el eee 
If a oa 


Treat Cancer 





male genital tract in its earlier stages. It 
is recommended that patients undergo 
such examinations at yearly intervals. 
When the cervix is first examined, it is 
wise to perform Schiller’s iodine test, in 
which there has been a recrudescence of 
interest, because of its ability to indicate 
cervical carcinoma. If a “decolorized” area 
is seen by this procedure, smears from this 
area and a biopsy are recommended. If 
the result is negative, smears alone are 
made in the manner previously described. 
If both of these procedures yield negative 
results, then the examination is repeated 
in a year. If the smear is positive, a coni- 
zation biopsy of the cervix with a cold 
knife is recommended. If a lesion is pres- 
ent, revealed either with or without the 
Schiller iodine test, then the lesion is biop- 
sied and smears are made. If these are 
negative, the examination is repeated in a 
year. If the smears are positive and the 
result of biopsy negative, there should be 
a continued search with smears and biop- 
sies until the problem is solved. 

From my personal experience, the cyto- 
prognostic test initially reported by Gra- 


ham,’ a procedure which has its usefulness 
in the management of radiation therapy 
for carcinoma of the cervix, is not suffi- 
ciently appreciated and used. After the 
institution of radiation treatment for car- 
cinoma, certain changes occur in the des- 
quamated cells, both neoplastic and non- 
neoplastic, in the genital tract. These 
consist chiefly of enlargement of the cyto- 
plasm and the nucleus, development of 
vacuoles in the cytoplasm or nucleus, 
wrinkling of the nucleus, multinucleation 
of cells and serration of the cells. Usually 
100 consecutive cells are counted, either 
malignant or nonmalignant. If more than 
75 per cent of these show the aforemen- 
tioned changes, it is concluded that the 
tumor would show a good response to radi- 
ation (RR). If fewer than 60 per cent of the 
cells show these changes, it is then the 
impression that a poor radiation response 
will ensue. The peak of such changes oc- 
curs usually about the thirteenth day after 
the beginning of treatment. It would ap- 
pear, therefore, that this test has consid- 
erable importance in determining whether 
or not radiation alone would be sufficient 
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for the particular patient, or whether it 
should be supplemented or replaced by 
radical operation. 

In one series of 105 cases,® 66 patients 
with a good RR were studied. Of this group 
90.9 per cent were free of symptoms five 
years later, and only 0.1 per cent showed 
evidence of recurrent carcinoma. Of 39 
patients who had poor responses in this 
study, only 20.5 per cent were free of 
symptoms after a five-year interval, and 
79.5 per cent showed evidence of recur- 
rence. 

Similar changes may occur in desqua- 
mated cells of the vaginal tract spontane- 
ously or after stimulation with hormones 
such as androgens. In this instance the 
response in the cells is classified as “‘sen- 
sitivity response” (SR). If more than 10 
per cent show the changes, it is classified 
as a good srk. If fewer than 10 per cent 


show changes, it is classified as a poor SR. 
In a study by Graham cited by Kjellgren,® 
of a series of 136 patients treated by 


irradiation alone, when a significant SR 
was present, 73 per cent had a good five- 
year survival. When the SR was poor, 
the rate of five-year survival was only 
18 per cent. On the other hand, in 
another series of 125 cases, 74 per cent 
of the patients who had a poor SR, when 
treated by radical operation survived for 
five years. The five-year survival rate, 
however, was not so good (43 per cent) 
when patients with a good SR were oper- 
ated on. 

Cervical Dysplasia.—A little time should 
be devoted to the problem of dysplasia. 
Histologically, the normal columnar epi- 
thelium in the cervix can be altered to 
stratified squamous epithelium by means 
of physical irritation, infection or infesta- 
tion (especially trichomonas infestation) 
and by hormonal influences, either exoge- 
nous or endogenous. Depending upon the 
degree of such influence, the metaplastic 
process may reveal cellular pleomorphism 
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and mitotic activity at times resembling 
neoplasia. On the other hand, the neoplas- 
tic process may produce changes in the 
cervix early in its development that also 
include metaplasia, atypical proliferation 
and partial loss of polarity, which are not 
definitely identifiable as carcinoma in situ. 
It is logical to conclude, therefore, that 
clear differentiation of an inflammatory 
process from a neoplastic process in this 
stage of development, when overlapping 
criteria are present, is impossible. 

Similarly, cells desquamated by such 
epithelium will be highly atypical, not 
clearly neoplastic, and will exhibit fea- 
tures that cause cytologists to refer to 
them as atypical or dyskaryotic cells. In 
the standard Papanicolaou classification 
these cells may be classified as Class II or 
Class IIIB. In a newly-issued journal, 
Acta Cytologica, which reached my desk 
only a few days ago, there was a sympo- 
sium by leaders in the field of cytology in 
which the dyskaryotic cell was clearly de- 
fined. According to Graham,!® the nucleus 
of the dyskaryotic cell exhibits the criteria 
of malignancy, but the nuclear-cytoplasmic 
ratio is not disturbed. In this instance it is 
impossible to identify those cells definitely 
as either neoplastic or non-neoplastic. It 
is necessary, therefore, to follow the pa- 
tient with additional cytologic examina- 
tions or biopsies until the process evolves 
either a definitely neoplastic or an inflam- 
matory one. 


RESUMEN 


E] autor reclaca la importancia del trato 
cuidadoso del enfermo, de la obtencidén del 
material y de la preparecién adecuada de 
los portaobjetos. Insiste en que el mate- 
rial recogido debe ser puesto entre los 
dos cristales extendiéndolo mediante una 
suave presién. Deben reconocerse las 
limitaciones del proceder citol6gico parti- 
cularmente en vista de la frecuencia de 
pruebas “falsas negativas” y “falsas posi- 
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tivas’”; especialmente debe recordarse lo 
dificil que son de interpretar la células 
discariéticas. Insiste el autor en la uti- 
lidad de su técnica considerandola como 
una importante ayuda al armamentarum 
para la profilaxis, asi como para el dignés- 
tico médico. Pide un mayor empleo del 
test citoprognéstico en el tratamiento de 
estos enfermos. 


RIASSUNTO 


Viene messa in luce l’importanza della 
raccolta del materiale, dell’accurata pre- 
parazione dei vetrini e della loro colora- 
zione. Lo striscio deve essere fatto com- 
primendo il materiale fra due vetrini in 
modo da spargerlo uniformemente.  Bi- 
sogna ricordare che i metodi citologici 
hanno delle limitazioni, soprattutto in 
rapporto alle risposte false positive e false 
negative e in rapporto alla difficolta di 
riconoscere le alterazioni nucleari. La 
tecnica tuttavia é molto utile e rappresenta 
un mezzo importante per la profilassi e 
la diagnosi. Esso pertanto merita di 
essere ulteriormente diffuso. 


SUMARIO 


O autor poe énfase na importancia do 
cuidado adequado do paciente, a coleta de 
material e a adequada preparacao e trata- 
mento das laminas. 

Enfase é dada a maneira de obter esfre- 
gaco adequado, apertando o material ob- 
tido entre laminas de vidro, espalhando-o 
de maneira uniforme. 

As limitagdes do procedimento citol6- 
gico devem ser reconhecidas particular- 
mente com relacéo a incidéncia de testes 
“falso positivo” e “falso negativo”; em 
particular as limitacdes do examinador 
com relacao as celulas diskarioticas deve 
ser lembrada. O emprego da técnica é 
discutido. 

O procedimento é uma adicao impor- 
tante ao armamentario da _ medicina 
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diagnostica e profilactica. Suplica é feita 
para maior uso do teste de citoprognéstico 
no tratamento déstes pacientes. 


ZUSAM MENFASSUNG 


Der Verfasser hebt hervor, dass es 
wichtig ist, Sorgfalt beim Umgang mit 
dem Patienten, bei der Gewinnung des 
Untersuchungsmaterials und bei der An- 
fertigung und Behandlung der Praparate 
zu verwenden. Er betont, dass der Ab- 
strich durch Quetschung und_gleich- 
massige Ausbreitung des Untersuchungs- 
materials zwischen den Glasplattchen 
hergestellt werden muss. Man muss ler- 
nen, dass dem zytologischen Verfahren 
Grenzen gesetzt sind besonders im Hin- 
blick auf die Haufigkeit ‘“‘falscher nega- 
tiver” und “falscher positiver” Ergeb- 
nisse; es darf besonders auch _ nicht 
vergessen werden, dass die Méglichkeiten 
des Untersuchers, Kernveranderungen in 
den Zellen zu beurteilen, nicht unbegrenzt 
sind. Der Nutzen der Technik wird her- 
vorgehoben. Das Verfahren ist ein wich- 
tiger Zuwachs im Riistschatz der 
prophylaktischen und diagnostischen Me- 
dizin. Die zytologische Untersuchung 
fiir prognostische Zwecke sollte in grésse- 
rem Umfang bei der Behandlung der 
Kranken angewendet werden. 


RESUME 


Discussion sur l’importance de la tech- 
nique des frottis ainsi que du prélévement 
du matériel 4 examiner, au point de vue 
diagnostic et prophylaxie. Les limites des 
examens cytologiques sont indéniables 
(“faux tests positifs” et “faux tests néga- 
tifs’’), sans oublier celles de l’anatomo- 
pathologiste en ce qui concerne les cellules 
dyskaryocinétiques, L’auteur recommande 
une utilisation plus courante du test cyto- 
pronostique. 
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In studying primitive medicine, it should be borne in mind thet all living matter. 
The main social problems that 


be it man or microbe, grows and forms colonies. 
then arise are personal ailments affecting growth and social situations that inter- 


fere with the development of the individual. Responses to stimuli are identical. 
Plants on a window sill bend their leaves to the sun, responding to the stimulus 
of light and heat; the branches of a mountain pine grow less to windward; moun- 
tain cattle by nature consume the grass and salt they need. There is a spontaneous 
wisdom in nature. By the same token, primitive peoples often had biologically 
correct habits. Their taboos and rituals were aimed at protecting their food 
sources, their reproduction and their social relationships. Aggregations of human 
beings likewise respond biologically by seeking such things as can help them to 
In the primitive mind, such things were associated 
Witch doctors therefore constitute the most 
Their original task was 


avoid disease. pain and death. 
with benevolent gods or with devils. 
ancient professional class in the evolution of mankind. 
to intercede by means of magic with the gods and evil spirits. and by their great 
power they became chieftains, priests, and physicians. One must therefore look 
to primitive medicine for an understanding of the origins of the double path of 
philosophy and faith, that is, of science and miracle followed by medicine up to 


modern times, 
—Marti-Il banez 





Massive Hematoma of the Broad Ligament 


| Complicating Cesarean Section 


Report of a Case 


RAYMOND S. HOLTZ, M.D., F.I.C.S. 


HARTFORD, CONNECTICUT 


HIS is in all probability the first 

time that a case of this nature has 

ever been reported. The rarity of 
what occurred is supported by the fact 
that an intensive search of the medical 
literature has failed to uncover another 
exactly similar case, although it seems 
most probable that similar cases have oc- 
curred in the past and were either un- 
recognized or never reported. 

J. Fuentes Jr.1 did report a case of 
hemorrhage of the broad ligament sec- 
ondary to rupture of the uterine vessels 
as a cause of maternal death, but in this 
case the condition did not complicate 


From the Department of Obstetrics, J. J. McCook Memo- 
rial Hospital, Hartford. 
Submitted for publication Jan. 8, 1957. 





A rare case of massive hematoma 
of the broad ligament complicating 
cesarean section is reported. It is 
the author's impression that this is 
the first such case to be reported. 
The experience has convinced him 
(1) that the surgeon should never 
minimize the possible hazards of ce- 
sarean section and (2) that abdom- 
inal bleeding may be manifested in 
bizarre fashion. In this case, being 
unaccompanied by pain, it led to an 
erroneous diagnosis by the resident 
in obstetrics. 
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cesarean section and was apparently not 
recognized until it was demonstrated at 
postmortem examination. 


REPORT OF CASE 


Mrs. J. Q., a white woman aged 22, para 2, 
gravida 3, was admitted to the J. J. McCook 
Hospital on Sept. 19, 1956, for a third cesa- 
rean section. The indication for the first sec- 
tion, performed in 1953, was cephalopelvic 
disproportion. The second section had been 
performed in April 1955. 

Clinical History.—The patient had under- 
gone appendectomy in 1953, tonsillectomy and 
adenectomy at the age of 5 years, and excision 
of a mole on the back in childhood. When she 
was 7 years old there was some question of 
tuberculosis, and she was sent to a health 
camp for several months. The most recent 
thoracic roentgenogram, taken on July 10, 
1956, was normal. The patient had always 
complained of low back pain during preg- 
nancy. 

Family History.—The patient’s mother died 
in a motor accident at the age of 38. The 
father was living and well. Her husband and 
her two children were living and well. There 
was no family history of carcinoma, tubercu- 
losis or insanity. 

Present Illness—LMP Dec. 22, 1955; EDC 
Sept. 29, 1956. The present pregnancy was 
not attended by any abnormalities except for 
Rh-negative antibodies in a dilution of 1:128 
on Sept. 19, 1956. On August 21 no antibodies 
had been present. Serologic values were “neg- 
ative.” 

Examination on Admiss‘on.—Physical | ex- 
amination showed the patient to be pale and 
tired-looking. Her height was 64 inches 
(162.5 cm.) and her weight 131 pounds (159.4 
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Kg.). Examination of the eyes, ears, nose 
and throat revealed no abnormality. There 
were carious teeth both above and below. The 
tonsils had been removed. The thyroid was 
not enlarged. There was no cervical adenop- 
athy. 

Examination of Chest.—Auscultation and 
percussion revealed no abnormality. The apex 
was in the fifth left interspace, 314 inches 
(8.7 cm.) left of the midline. A roentgeno- 
gram of the chest taken on July 10 was nor- 
mal. The blood pressure in millimeters of 
mercury was 98 systolic and 56 diastolic; the 
' pulse rate was 74 and the respiratory rate 20. 
The breasts showed normal antepartum en- 
largement. There were no palpable masses. 
The nipples were dry. Pigmentation and 
elevation were average. 

Upper Extremities—The arms were nor- 
mal, with no axillary adenitis, scars, deformi- 
ties or limitation of motion. 

Back.—There was no deviation of the ver- 
tebral column in any direction. 

Abdomen.—A midline scar from previous 
sections was present. The height of the 
fundus was 4 fingerbreadths below the ensi- 
form. The uterus was symmetric, the small 
parts above and the vertex below. The um- 
bilicus was level with the abdominal wall. A 
few striae were present. - The pubic hair was 
normally distributed. The fetal head was 120, 
2 inches (5 cm.) to the right of the umbilicus. 

Lower Extremities.—The legs were normal, 
with no scars, discolorations, varicosities, de- 
formities or limitation of motion. The re- 
flexes were normal. 

Nervous System. — There was no obvious 
sign of pathologic involvement. Average sta- 
bility was observed. 

Mentality.—The patient, a high school grad- 
uate, showed average intellectual capacity. 

Bimanual and Rectal Examinations.—These 
were not done. 

Laboratory Data.—The hematocrit reading 
was 37. The hemoglobin level was 87 per cent. 
There were 9,600 leukocytes per cubic milli- 
meter of blood, with 70 per cent polymor- 
phonuclears, 26 per cent lymphocytes and 4 
per cent large monocytes. The value for blood 
urea nitrogen was 11 mg., and that for blood 
sugar 112 mg., per hundred cubic centimeters. 
The urine had a specific gravity of 1.018 and 
an acid reaction. Sugar and albumin were 
absent. The blood pressure was 98 systolic 


and 56 diastolic, the pulse rate 74 and the 
respiratory rate 20, 
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Operation.—The patient was taken to the 
operating room for cesarean section. Spinal 
anesthesia was employed. The blood pressure 
before induction was 120 systolic and 60 
diastolic, the pulse rate 86. After administra- 
tion of the spinal anesthetic the blood pressure 
was 95 systolic and 60 diastolic and the pulse 
rate 80. A low flap transverse cesarean sec- 
tion was done, and the patient was delivered 
of a normal boy at 8:44 a.m., with loss of blood 
lower than average. The adnexae were in- 
spected and were normal. The paravertebral 
gutters and the cul de sac were sucked out. 
The lower uterine segment was inspected for 
bleeding but was observed to be dry. The 
abdominal cavity was closed in the usual man- 
ner, and the patient left the operating room 
in good condition. The blood pressure re- 
mained above 100 systolic until noon, when 
it dropped to 88 systolic and 60 diastolic. At 
1:30 p.m. it fell to 70 systolic and 48 diastolic, 
and 500 ce. of blood was given. The attending 
staff was not notified by the resident in ob- 
stetrics. At 5 p.m. the blood pressure was 
100 systolic and 70 diastolic and the pulse 
rate 80. At 6 p.m. the blood pressure dropped 
to 60 systolic and 40 diastolic, with a pulse 
rate of 148. The patient became cyanotic and 
dyspneic. At 7:30 p.m. the blood pressure 
was 50 systolic and 35 diastolic and the pulse 
rate 170. Another 500 cc. of blood was given. 
I was not notified of the patient’s grave con- 
dition until 7:40 p.m. I saw her ten minutes 
after the notification. At 8 p.m. she was in a 
state of shock. There were cyanosis and 
dyspnea. The skin was cold and clammy. She 
was in bed in the shock position, and oxygen 
was being administered nasally. The blood 
pressure was 50 systolic and 0 diastolic, the 
pulse rate 140. The patient was not in pain. 
The abdomen was soft, with no rigidity, 
tender in both lower quadrants. There was 
dullness to percussion over both lower quad- 
rants. The operating room was ordered im- 
mediately. Three gr. of fibrinogen was ad- 
ministered intravenously as a _ prophylactic 
measure, although no determinations of clot- 
ting time, prothrombin or fibrinogen had been 
previously ordered by the resident. A trans- 
fusion of 1,000 cc. of blood was started under 
pressure through two ports. The blood pres- 
sure prior to the induction of spinal anesthesia 
was 65 systolic and 0 diastolic; the pulse rate, 
120. 

The abdomen was reopened through the 
same incision. No free blood was present in 
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the abdominal cavity. A huge purplish black 
hematoma about the size of a football, con- 
taining possibly 2 to 3 quarts of coagulated 
blood, was observed on the right side, extend- 
ing from the lower uterine segment up to and 
pressing against the undersurface of the liver. 
Apparently it had originated in the lower 
uterine segment and dissected its way up- 
ward between the leaves of the broad liga- 
ment. A vertical incision was made in the 
huge mass, several handfuls of firmly organ- 
ized blood clot were scooped out and the mass 
clamped at its base with Kocher clamps. The 
bladder flap sutures were cut; the flap was 
reflected anteriorly, and supracervical hyste- 
rectomy was done, since the source of bleed- 
ing could not be immediately established and 
supracervical hysterectomy was the surest and 
most expeditious method of controlling the 
hemorrhage. 

It was amazing to note the extent of the 
destruction in the lower uterine segment. All 
that remained was a black mass of mushy, 
friable tissue. A blanket of gelfoam was 
placed over the friable stump. The reflected 
vesicouterine tissue was pulled over the gel- 
foam and sutured to the rectovaginal septum, 
although the edge of the reflected tissue could 
not be brought into actual touch with the 
septum. In anticipation of a stormy post- 
operative course, a Levine tube was passed 
into the stomach and 2 cc. of calcium panto- 
thenate given at once and every three hours 
for four doses as a prophylactic against disten- 
tion. The blood pressure at completion of the 
operation was 90 systolic and 60 diastolic, 
the pulse rate 76. Convalescence was surpris- 
ingly smooth and uncomplicated; the patient 
was discharged on the eighth postoperative 
day, in good condition. The total quantity 
of blood given this patient by transfusion was 
4,000 ce. 


COMMENT 


In the author’s opinion there is much to 
be learned from the case reported. First 
of all, one should never minimize the 
potential hazard of a cesarean section, 
either in one’s own mind or in the mind 


of the patient. There seems to be a grow- 
ing tendency to regard cesarean section 
as a trifle, simply because the mortality 
rate is low. It must be borne in mind that 
somewhere along the line some patient is 
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sooner or later bound to be the unfortu- 
nate victim of anesthetic, cardiac, vascular 
or other accident resulting in serious ill- 
ness or even death. One should therefore 
guard against thinking or speaking of this 
procedure in terms of oversimplification. 

Second, one must realize that abdominal 
bleeding may manifest itself in quite a 
bizarre fashion; so much so that, in this 
particular case, the resident house officer 
admitted unequivocally that he missed the 
diagnosis of abdominal bleeding because 
of the unusual absence of pain and because 
of the softness and flatness of the ab- 
dominal wall. It was his impression that 
the patient was suffering from severe post- 
operative circulatory collapse, resulting 
possibly from the combination of surgical 
treatment, anesthesia and medication. 
This, of course, could well have been the 
case, but it was the constant tendency of 
the blood pressure to fall and the patient’s 
failure to respond favorably to the ad- 
ministration of blood that led to the sus- 
picion that progressive bleeding was the 
underlying cause. In retrospect it can be 
understood why the abdominal wall was 
soft and flat and the patient free from 
pain; obviously, there was no free blood 
in the abdominal cavity to cause an insult 
to the parietal peritoneum. Frankly, it 
was not the “feel” of the abdominal wall 
that prompted me to reopen the abdomen, 
but simply the inexplicable conviction that 
something must be wrong because of the 
patient’s inability to stabilize after re- 
ceiving 1,000 cc. of blood and the fact that 
she was going downhill so rapidly. 

What the end result of this case would 
have been had the patient been seen ear- 
lier by the attending staff, and had been 
given more blood with fibrinogen over a 
shorter period, is difficult to conjecture, 
The fact remains, however, that this pa- 
tient was almost beyond the point: of 
salvage. The surgical chance of saving 
the patient (1 in 100) was not bypassed; 
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it emphasized in the strongest terms 
the fact that no patient who is going down- 
hill rapidly from loss of blood should be 
denied even the slightest chance of recovery 
by hesitation on the part of the surgeon to 
reoperate. Conservative treatment should 
by all means be resorted to at first, but 
undue delay in reoperating should be 
guarded against when conservatism has 
failed. The administration of blood and 
coagulants through multiple ports (and 
. under pressure if necessary), good anes- 
thesia (the anesthetist in this case, Dr. 
Earl Mahoney of the Hartford Hospital 
Department of Anesthesia, was com- 
mended for his excellent work), a rapid 
approach to the point of bleeding and 
speedy arrest of the hemorrhage may be 
attended by the reward of the saving of 
the patient’s life and by intense gratifica- 
tion to the surgeon and his staff. 


ZUSAM MENFASSUNG 


Es wird iiber einen seltenen Fall eines 
massiven Himatoms des Lig. latum 
Komplikation eines Kaiserschnittes be- 
richtet. Der Verfasser ist der Meinung, 
dass ein solcher Fall in der Literatur noch 
nicht verdffentlicht worden ist. Aus 
seiner eigenen Erfahrung ist er zu der 
Uberzeugung gelangt, dass erstens der 
Chirurg die méglichen Risiken des Kaiser- 
schnittes niemals unterschatzen darf und 
zweitens Blutungen im Bauch unter selt- 
samen Umstiinden auftreten kénnen. Im 
vorliegenden Falle war die Erkrankung 
nicht von Schmerzen begleitet, was zu 
einer falschen Diagnose fiihrte. 


RESUMEN 


Se presenta un raro caso de hematoma 
masivo del ligamento ancho que complica 
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el curso de una cesarea. El] autor tiene 
la idea de que es el primer caso senalado 
en la literatura. La experiencia le ha 
convencido de que por un lado el cirujano 
no debe nunca menospreciar los riesgos 
de una cesarea, u por otro que una hemor- 
ragia intra-abdominal puede presentar 
formas poco corrientes. En esta ocasi6én 
se llegé a un diagnostico equivocado, pues 
ademas la enferma no tenia ningun dolor. 


RIASSUNTO 


Viene riferito un caso di ematoma mas- 
sivo del legamento largo che complicd un 
cesareo. L’autore ritiene che questo sia 
il primo caso riferito nella letteratura. 
L’sperienza lo ha persuaso 1) che il chi- 
rurgo non deve mai sottovalutare i rischi 
del taglio cesareo e 2) che l’emorragia 
addominale pud manifestarsi anche in 
modi inconsueti. Nel caso descritto, ad 


esempio, essa non si accompagno a dolore, 
e cid condusse all’errore di diagnosi. 


RESUME 


Un cas rare d’hématome massif du liga- 
ment large de l’utérus aprés césarienne est 
rapporté, dont l’auteur n’a pas trouvé 
d’exemple dans la littérature. Il estime 
que le chirurgien ne devrait jamais mini- 
miser les risques possibles de la césa- 
rienne; l’hémorragie abdominale peut se 
manifester de facon inattendue. L’absence 
de douleur dans le cas décrit a conduit a 
un diagnostic erroné. 
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A series of 84 cases of De Quer- 
vain's disease is presented. Eighty- | 
three (99 per cent) of the patients | 
were treated successfully by opera- 
tion. Conservative therapy, rather 
than surgical intervention, is to be 
greatly discouraged, as it only pro- 
longs disability and loss of working 
hours. Local injections of hydrocor- 
tisone acetate have no value in the 
therapy of this disease. 

The actual cause of the disease is 
unknown, although it is generally 
accepted in industrial circles as re- 
lated to manual labor. 

A surgical technic for treatment of 
De Quervain’s disease is described. 





| 
| 
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E QUERVAIN’S disease continues to 
D) be a frequent diagnostic problem in 

the field of industrial medicine in 
spite of the many papers that have been 
written describing it. The purpose in writ- 
ing this article is twofold: 

1. To emphasize the great economic loss 
caused by failing to recognize this condi- 
tion for what it is and therefore treating 
it conservatively. (De Quervain’s disease 
fails to respond to any treatment short of 
surgical intervention. ) 


Submitted for publication April 21, 1958. 


2. To emphasize the excellent results of 
surgical treatment. 

Several of our patients were treated for 
months or years with physiotherapy and 
failed to respond to treatment. Actually, 
this condition, like epicondylitis (‘tennis 
elbow’’) is misdiagnosed frequently. As a 
result, it fails to respond to therapy. 

In our series of 84 patients it was ob- 
served that local injections of hydrocorti- 
sone acetate (17-hydroxycorticosterone- 
21-acetate), which was prescribed for 15 
patients, brought no permanent relief, al- 
though in a few instances a temporary or 
palliative effect was produced. The use of 
cortisone has been suggested as a possible 
means of avoiding operation, but certainly 
any treatment that produces short-lived 
results or is of no value whatsoever is to 
be discouraged. 

Frequently today, De Quervain’s disease 
is treated as chronic tenosynovitis, chronic 
sprain, chronic arthritis, etc., in the out- 
patient clinics of large hospitals, and in- 
adequate measures, such as_ prolonged 
physiotherapy and/or even plaster casts, 
are resorted to for weeks or months. Both 
treatments are valueless and result in 
great economic loss to the patient. 

Pathologic Picture.—De Quervain’s dis- 
ease is the term applied to a painful, dis- 
abling condition affecting the tendon 
sheath overlying the tendons of the abduc- 
tor pollicis longus and extensor pollicis 
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brevis muscles at the radial styloid process 
of the wrist. Since the tendon sheath as a 
whole is usually involved and not merely 
the synovial lining between the sheath and 
the tendons, the best noneponymic term 
for this lesion is stenosing tendovaginitis 
or tenovaginitis. Both in the literature and 
in conversation, however, the term stenos- 
ing tenovaginitis is apparently used in- 
terchangeably with stenosing tendo or 
teno-synovitis. Therefore, the distinction 
between the two terms is purely academic, 
although an attempt to separate the two 
entities has been made by some authors, 
such as Griffiths! and Robinson.? 

As has been stated, the disease affects 
the tendon sheath primarily, and in most 
instances its synovial lining is involved as 
well. 

This sheath is the fifth anatomic layer 
of tissue encountered in the region of the 
radial styloid process. The four layers ex- 
ternal to the sheath are the skin, two lay- 
ers of superficial fascia and the transverse 
fibers of the dorsal carpal ligament. In 
the deep layer of the superficial fascia lie 
the superficial veins and cutaneous nerves 
(Fig. 1). 

The superficial fascia is separated from 
the deep fascia by the dorsal subcutaneous 
cleft, a potential space which allows for 
free movement of the skin and superficial 
fascia over the deeper layers. The tendon 
sheath itself represents a deep layer of the 
deep fascia and is internal to the super- 
ficial layer, which is the dorsal-carpal 
ligament. 

The patient may present little or no 
swelling around the lower end of the ra- 
dius, or there may be a noticeable soft 
tissue mass proximal or distal to the sty- 
loid process, or at both sites. 

The three pathognomonic signs of De 
Quervain’s disease can be detected as 
follows: 

1. Finklestein’s test? entails flexing the 

thumb into the palm of the hand and 
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Radial Nerve 
Transverse Carpal 
Ligament 


Fig. 1—Parasagittal section, showing anatomic 
configuration in region of radial styloid. 


folding the remaining digits over it. 
If ulnar deviation of the hand is then 
brought about either actively or 
passively, a sharp, stabbing pain is 
experienced by the patient over the 
styloid process of the radius. This 
pain extends downward, frequently 
along the dorsum of the thumb, and/ 
or upward toward the elbow. 

. Active abduction and extension of 
the thumb produces a pain similar 
to that described for Finklestein’s 
test. According to Christie,* passive 
extension was invariably painless in 
his series of patients. 

. Griffiths! would include “localized 
tenderness just over the radial side 
of the lower end of the radius 1% 
inch (1.2 cm.) above the tip of the 
styloid process” as a pathognomonic 
sign. Lapidus® mentioned localized 
tenderness also as a constant sign. 

These three signs are also listed by 
Christie.* 
At operation, the appearance of the 
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Fig 2.—Kidde-Robbins tourniquet.—This assures complete control of blood flow, an important factor 
during arm and leg operations. Pressure is regulated by a control knob which can be preset to the 
desired dial reading (0 to 1,000 mm. Hg.). This desired pressure is maintained absolutely constant 
until changed by turning the control knob or released by pushing the on-off switch. There is no dan- 
ger of loss of pressure even if the Freon container is removed or changed during the operation. Freon 
is nontoxic and noninflammable. One function of this machine is to enable the surgeon to make rapid 
variations in applied pressure during an operation. Periodically, in long operations, controlled blood 
flow into tissues, near the operative site, allows for “aeration and nutrition” of tissues, thus giving 
a better final result. 
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sheath differs, depending on the duration 
of the lesion. There is little visible change 
in the sheaths in patients brought to op- 
erations early, except, perhaps, a slight 
excess of fluid between the sheath and the 
underlying tendons or a slight thickening 
of the sheath. 

In patients brought to operation late in 
the course of the disease, a greater variety 
of pathologic alterations is observed. Both 
the sheath and the epitendineum for one 
. or both tendons may have changed color— 
from the normal shining-pearl color to 
gray or reddish brown. The sheath is 
fibrosed and thickened in cases of long- 
standing disease. This fibrosis may lead 
to an hourglass constriction of the ten- 
dons. In some cases the fibrosis extends 


across the synovial cavity from the sheath 
to the epitendineum. Areas of fibrocarti- 
laginous change sometimes occur in the 
sheath,® but ossification is rare. There is 
frequently a great amount of exudate in 
the synovial cavity, with swelling of the 


synovial lining. 

The tendons themselves may be sur- 
rounded with granulation tissue. Further- 
more, they are not infrequently flattened 
and thinned out at the point of constric- 
tion, and in some instances their edges are 
frayed. Bulbous enlargement of the ten- 
dons, either proximal or distal to the point 
of constriction, is seldom seen. 

Microscopically, the sheath exhibits in- 
creased thickness and vascularity, with 
fibroblastic and round cell (mostly lympho- 
cytic) invasion. This infiltration may ex- 
tend to the dorsal-carpal ligament and to 
the deep layer of the superficial fascia, as 
has been mentioned. It may spread inter- 
nally to produce adhesions between the 
sheath and its underlying tendons. With 
spread to the superficial fascia, even the 
radial cutaneous nerve may become in- 
volved. It has been theorized that this type 
of involvement could be the cause of at 
least part of the pain in some cases. 
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Three types of degeneration have been 
observed: 

1. Hyaline degeneration in the mark- 

edly thickened, dense, fibrous layers 
of the lateral sheath. 
Mucoid degeneration in the thick 
walls of the blood vessels in the loose 
fibroelastic connective tissue of the 
sheath.* 

3. Obliterative degeneration of the 
synovial lining in many places, with 
breakthrough of areolar or fibrotic 
adhesions. 

It has been hypothesized that degenera- 
tion of the sheath, due to pressure and/or 
friction, is the first change that takes place 
in cases of De Quervain’s disease; this is 
followed by exudative and hyperplastic 
activity, resulting in stenosis of the osteo- 
fibrous canal through which the two ten- 
dons pass along the styloid process. Of 
the three types of degeneration mentioned, 
however, at least the first two would seem 
to have occurred after previous fibroplasia 
and increased vascularity. 

Roentgenographic data are of little im- 
port in most cases. In 2 of Schneider’s 
cases, however,* depcsition of “lime salts” 
in the periosteal tissue of the radial sty- 
loid process was reported. Moreover, 
Brown® mentioned a case in which there 
was periosteal involvement, as did Piver 
and Raney.'® Calcification, when present, 
helps to confirm the diagnosis. 

Pathogenesis.—Only in man and in the 
gorilla is the extensor pollicis brevis 
found.? This muscle could be described as 
a late phylogenetic addition that aids in 
increased and finer movements of the 
thumb. The addition of the tendon of this 
muscle to the first osseofibrous canal be- 
neath the dorsal retinaculum of the hand 
seems, however, to have a crowding effect 
in certain instances, particularly when the 
thumb is maintained in the flexed position 
a great deal, while the hand is deviated 
radially and/or ulnarly, as in sewing, fly- 
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De Quervain’s Disease: Summary of Cases* 





Duration of 
Symptoms Prior Time Since 
Occupation to Operation Operation Results 


yr. 2 mo. Excellent 


Patient’s 
Initials 


~ 
cy 
& 





Switchboard operator 3 yr. 
Publisher 2 mo. 


>| 





yr. 11 mo. Excellent 








Religious teacher 7 yr. yr. Excellent 


3 
3 
5 
Loader 6 weeks 6 
Sub. Signal Co. 7 mo. f 
Inspector Indefinite 7 
Housewife 6 weeks 8 yr. 9% mo. Excellent 
9 
4 
1 
6 
9 
3 





yr. 9 mo. Excellent 





yr. 9 mo. Excellent 





| 2 aly 


yr. 11 mo. Excellent 








Waitress 2 yr. Excellent 





Salesgirl yr. 11 mo. Excelient 





Checker yr. 7 mo. Excellent 


6 
2 
Housewife 2 
9 
1 
6 





yy | ay | ey 


yr. 2 mo. Excellent 





Factory worker yr. 1 mo. Excellent 








yr. 10 mo. Excellent 


ry) ey) 


Religious teacher 
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} 
| 
| 
| 
| 
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P| | ay | 


Nurse 2% mo. Excellent 


Housewife : 2 ; 2 yr. 1% mo. Excellent 


i | 
© 
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Housewife 2 yr. 9 mo. Excellent 





Housewife 1 yr. % mo. Excellent 


4 
4 
Religious teacher 9 i yr. 1 mo. Excellent 
; : 
6 








F 


Religious teacher 2 yr. 6 mo. Excellent 





| 


Housewife 10 mo. Excellent 


Monitor 12 weeks 7 yr. 1 mo. Excellent 


Handler 4 mo. 1 yr. 6 mo. Excellent 





| xj | hy | 








Physician 1 mo. 11 mo. Excellent 





9 


Machine operator 2 weeks yr. 6 mo. Excellent 





Auto mechanic 6 mo. yr. 6 mo. Excellent 


Housewife 8 mo. 


Plumber 18 mo. 





yr. Excellent 





weeks Excellent 





Machine operator 6 weeks Excellent 


1 
1 
1 
9 
2 
Machine operator 3 weeks 2 yr. Excellent 
1 
9 
9 
7 
2 








Stitcher 9 mo. Excellent 


Riveter 11 mo. 
Seamstress 19 mo. 
Laborer 6 weeks 
Machine operator 3 weeks 
Painting 5 weeks 2% mo. Excellent 
Packer 10 mo. 7 mo. Exceilent 


Laborer - 5 mo. 1% yr. Excellent 





Excellent 





Excellent 





Excellent 





Excellent 
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Summary of Cases (continued) 





Salesgirl 


2% yr. 


Excellent 





Fitter 


4 mo. 


Excellent 





Mechanic 


18 mo. 








Cutter 


5 mo. 


Excellent 


Excellent 





Finisher 


1% yr. 





Carpenter 


7 mo. 


Excellent 


Excellent 





Cutter 





Cutter 





S/S) 3S sisi 32|/3\ a3 


Laborer 
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Packer 








Student 





Housewife 


Several mo. 2 





Packer 


10 mo. yr. 6 mo. 


No improvement 


Excellent 
Excellent 
Excellent 
Excellent 
Excellent 


Excellent 








Waitress 





Truck driver a 





Laborer 





Housewife 


7 weeks a 


yr. 6 mo. 
mo. 


yr. 4 mo. 


6 weeks 8 





Shoe worker 





Housewife 





Housewife 





| 
| 
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Housewife 





Factory worker - 





Salesman 








Housewife 





Clerk-typist 


2 yr. 4 mo. 
5 





16 weeks ; 


mo. 








6 weeks 
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Meat worker 


1 
4 
3% yr. 3 
2 
5 
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Delivery man 





Executive 





Decorator 





Housewife 





5 








Housewife 





Typist 





no), > 





Wrapper 





Cutter 


yr. 1 mo. 2 yr. 2 mo. 


1 yr. 5 ‘mo. ; 


Excellent 
~ Excellent 
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Summary of Cases (continued) 





Assembly worker 


21% yr. 10 mo. Excellent 





Housewife 


8 mo. 1yY yr. Excellent 





Salesgirl 


1 yr. 3 mo. Excellent 








2 mo. 2% yr. Excellent 





Housewife 


3 yr. 5 mo. Excellent 





M. F. 


Switchboard operator 
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A.N. Nurse 


18 mo. 2 yr. 10 mo. Excellent 





5 mo. 1 yr. 1 mo. Excellent 





| 
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M. C. 


X-ray assistant 


1 mo. 4 yr. Excellent 





*Part of table reproduced by courtesy of Annals of Surgery 138:839 (Dec.) 1953. 


casting, piano-playing, bricklaying or op- 
erating a telephone switchboard. 

For some reason, the disease is more 
than three times as common in women as 
in men. As was pointed out by Bunnell,!! 
the angulation of the tendons of the ab- 
ductor pollicis longus and the extensor 
pollicis brevis at the styloid process is defi- 
nitely greater in women than in men. An- 
other possible factor is that more women 
are working in factories today than ever 
before and are being subjected thereby to 
unusual manual labor. This explanation 
does not account for the fact that many 
patients are housewives. 

The age incidence is highest between 25 
and 65 in the majority of cases reported. 

Most authors report that the right and 
left hands are affected with equal fre- 
quency. The lesion is usually unilateral. 

Constant trauma is generally accepted 
as the main predisposing factor. By “con- 
stant” is meant either continuous over 
long periods, or repetitive, with intermit- 
tent breaks between short, discrete pe- 
riods of traumatization. A bricklayer who 
works eight hours a day might be said to 
undergo continuous traumatization, while 
a housewife who darns one pair of socks 
every three days or so undergoes repeti- 
tive traumatization. 

Surgical Treatment and Technic.—Sur- 
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gical intervention is the treatment of 
choice for De Quervain’s disease. Other 
methods have little lasting effect. Immo- 
bilization of the hand is effective only 
while the hand is splinted. Since the pa- 
tient cannot use his hand adequately dur- 
ing this period, this procedure cannot be 
considered a satisfactory cure; it is only 
a temporary one. If the patient is a wage 
earner, this state of immobilization is 
many times more economically damaging 
than it might be to a housewife. 

In spite of the claims of Christie* and 
Wolin’’ as to the efficacy of cortisone, or 
a derivative thereof, we have observed 
that this treatment has no lasting effect. 

During the surgical procedure, intra- 
venous Pentothal is the anesthetic of 
choice unless contraindicated. With this 
anesthetic, tissues are not distorted by 
local injections of procaine hydrochloride 
near the site of the lesion. A dry field is 
obtained by means of a pneumatic type of 
tourniquet, maintained at 300 mm. of mer- 
cury, around the upper part of the arm. 
An avascularized field aids in location of 
the main nerve trunk and the three 
branches of the superficial radial nerve 
that are present around the styloid. 

After the cutaneous surfaces of the ex- 
tremity have been prepared with ether 
and Zephiran, the hand and wrist are 
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draped with sterile stockinette. The stock- 
inette is divided longitudinally over the 
distal end of the radius, and a longitudinal 
incision about 2 inches (5 cm.) long is 
made over the styloid through the skin and 
subcutaneous layers of the superficial fas- 
cia, care being taken to avoid nicking the 
superficial radial nerve and its branches. 
This nerve supplies sensory fibers to most 
of the lateral part of the dorsum of the 
hand. 

The transverse fibers of the dorsal-car- 
pal ligament, and then, in turn, the syno- 
vial sheath are incised longitudinally. The 
cut edges of the sheath are excised as much 
as possible, thus completely baring the 
involved tendons. “This latter maneuver 
prevents the possibility of a recurrence 
and any further disability resulting from 
a re-adherence of the divided ends of the 
sheath.”!3 Only the skin is sutured on 
closing, and a firm gauze dressing is then 
applied, reinforced with an ace bandage. 
Active motion is instituted on the day 
after the operation. Skin sutures are re- 
moved on the seventh or eighth postopera- 
tive day. The average person can resume 
work on the tenth or twelfth day, although 
he or she is actually free of pain from the 
first day. 


RESUME 


Une série de 84 cas de maladie de Quer- 
vain est présentée, dont 83 (99%) ont 
été traités avec succés par |’opération. Le 
traitement conservateur est fortement dé- 
conseillé car il ne peut que prolonger |’in- 
capacité et augmenter le nombre des 
heures de travail perdues. Les injections 
locales d’acétate d’hydrocortisone sont 
sans valeur dans cette affection dont 
lorigine est inconnue bien qu’elle soit mise 
en rapport, dans les milieux industriels, 
avec le travail manuel. 

Une technique chirurgicale pour le trai- 
tement de la maladie de Quervain est 
décrite. 


LAMPHIER ET AL.: DE QUERVAIN’S DISEASE 
RESUMEN 


Se presentan una serie de 84 casos de 
enfermedad de De Quervain; 83 (el 99%) 
han sido tratados con éxito quirtrgica- 
mente. El tratamiento conservador es 
inutil ya que se prolonga la enfermedad 
con la consiguiente pérdida de horas de 
trabajo. La inyeccién local de hidrocor- 
tisona carecen de valor. 


La causa de la enfermedad es descono- 
cida aunque en dos ambientes industriales 
se la relaciona con el trabajo manual. Este 
estudio acaba describiendo el tratamiénto 
quirtrgico de esta enfermedad. 


SUMARIO 


Apresenta uma serie de 48 casos de De 
Quervain. Otienta e trés (99%) dos pa- 
cientes foram tratados cirurgicamente 
com sucesso. Diz que a terapeutica con- 
servadora é€ altamente desencorajante 
porque prolonga a incapacidade e aumenta 
a perda de horas de trabalho. As injecdes 
de hidrocortisona nao tem valor nesta sin- 
drome. No presente a etiologia ainda é 
desconhecida embora se pense, nos cir- 
culos industriais, que 0 traumatismo esta 
em causa, como produto do trabalho ma- 
nual. Descreve uma técnica cirlrgica para 
a molestia de De Quervain. 


ZUSAM MENFASSUNG 


Es wird iiber eine Reihe von 84 Fallen 
von De Quervainscher Krankheit berich- 
tet. 83 dieser Kranken (99 Prozent) wur- 
den erfolgreich chirurgisch behandelt. Es 
wird energisch abgeraten, der konserva- 
tiven Therapie den Vorzug gegeniiber dem 
chirurgischen Eingriff zu geben, weil da- 
durch nur die Arbeitsunfahigkeit ver- 
langert und der Verlust von Arbeitsstun- 
den vergroéssert wird. Ortliche Einsprit- 
zungen von Hydrokortison haben in der 
Behandlung dieser Erkrankung keinen 
Wert. 
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Die wirkliche Ursache der Krankheit 
ist unbekannt, wenn auch in industriellen 
Kreisen allgemein angenommen wird, dass 
eine Beziehung zu manueller Arbeit be- 
steht. 

Die chirurgische Technik zur Behand- 
lung der De Quervainschen Krankheit 
wird beschrieben. 
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When patients who are not febrile complain of headache and noises in the head, 
vertigo, slowness of speech and numbness of the hands, expect them to become either 
epileptic or to suffer from apoplexy, or to suffer from loss of memory. 


—Hippocrates 
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LL patients suffering from carcinoma 
A are confronted by the distressing 
specter of treatment, either by 
operation by or irradiation, that will elim- 
inate or alter an organ of the body, inter- 
fere with the body image, impair their 
general and specific functional capacities 
and may ultimately terminate in death. 
For most persons contemplation of these 
events results in anxieties, depressions and 
panic of various degrees and duration. 
The thought of giving up an area of one’s 
body and all that an organ has actually or 
imaginatively meant, disrupts the living 
plan that has been evolved during the pa- 
tient’s lifetime. It is this disruption, plus 
the demand for developing a new adaptive 
program — with its threats of personal 
failure and general rejection—that domi- 
nates the emotional climate. The fear of 
death, combined with the fear of a worth- 
less life, haunts the patient, 

The treatment of carcinoma of the head 
and neck imposes special functional and 
esthetic problems. All the special sense 
organs are situated in this area, and, be- 
cause man has adapted the bulk of his 
living energies about special sense analysis 
and response, interference or denial in 
this area has significant consequences. A 
permanent threat to the normal eating 
and breathing mechanism brings into 


From the Head and Neck Department of the Pack Medical 
Group, and the Department of Otolaryngology of the Colum- 
bia-Presbyterian Medical Center, New York. 

Submitted for publication Dec. 16, 1957. 








The treatment of carcinoma of the 
head and neck imposes special func- 
tional and esthetic problems. Serious 
mental and psychic disturbances are 
possible and should be guarded 
against by all available means. 

The author presents a brief classi- 
fication of patients with carcinoma of 
the head and neck, showing clearly 
that wide variations exist in their 
basic attitudes toward carcinoma 
and its treatment. Each patient re- 
flects the specific mores of his own 
background from infancy on, and it is 
in the light of these composite influ- 
ences that the surgecn should inform 
him about his condition and its treat- 
ment. A series of office interviews is 
described, which, if properly han- 
dled, will do much to clarify the sit- 
uation for the patient. Similar reas- 
surance is needed during hospitali- 
zation and convalescence at home. 
The difficulties involved in loss of a 
specific organ are discussed, as is 
the process of rehabilitation, which 
in itself contains considerable stress 
for the patient. Understanding, lead- 
ership and encouragement on the 
part of the surgeon and the help and 
cooperation of the patient's family 
are extremely important. 
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focus activities that have been carried on, 
previously, on the reflex and instinctive 
levels and quite naturally have been taken 
for granted. 

Loss of a tissue area in the head and 
neck always causes a downgrading of the 
conception of the body image. The poig- 
nancy of this fact is emphasized by the 
lack of adequate camouflage and conceal- 
ment possible in this exposed and con- 
spicuous area. 

Excisional surgical procedures in the 
head and neck often contain the paradox 
of effecting a cure of carcinoma without 
commensurate gratitude on the part of the 
patient. This is understandable, since 
the patient did not desire either the car- 
cinoma or the extirpating operation, and, 
although the carcinoma was successfully 
removed, the resultant alterations in func- 
tion and esthetics are not only a burden 
but a continuous reminder of this un- 
pleasant experience. Disappointment and 
rejection often dominate the picture. This 
stands in sharp contrast to the attitude of 
the person whose body image conception 
has been upgraded by the surgical correc- 
tion of a simple deformity, as a result of 
the patient’s specific desires and hopes. 

The patient must have a reason, either 
real or unreal, for the catastrophe of car- 
cinoma. In order to preserve itself and 
prevent collapse or disorganization, the 
mechanism must develop and accept the 
answer to the questions “What caused 
this?” and “Why do I have it?” The con- 
cept of nihilism is unacceptable to man, 
and he substitutes his beliefs and specula- 
tions in the analysis of his problem. The 
activity of his analysis increases in pro- 
portion to his conception of the serious- 
ness and threat of his disease. The patient, 
of course, feels obligated to establish his 
own beliefs and reasons when his physi- 
cian tells him there is no known cause for 
his disease. 

Even when the physician presents an 
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apparent or obvious etiologic factor, the 
patient will frequently garnish this with 
his own beliefs. His own analysis, inac- 
curate as it may be, has much more mean- 
ing for him than textbook deductions. His 
beliefs develop along the lines of natural 
or superficial causes. Simple and com- 
plicated formulae are developed on the 
basis of some reality or phantasy about 
smoking, bad teeth, dental appliances, 
drinking, excessive eating, undereating, 
bad working habits, injury, lack of vita- 
mins, gas fumes, wrongdoings, failures, 
infidelity and anything that might fit into 
the pattern. 

In most instances, these beliefs and 
analyses are essential and helpful to the 
patient. They should not be destroyed 
unless they prove obstructive or harmful. 

Classification of Types. — There is no 
specific classification of human beings and 
their responses to radical operation for 
earcinoma in the head and neck. The com- 
binations of multitudes of situations and 
forces make predictions inaccurate. From 
a practical point of view, almost anything 
is possible. 

The fundamental responsibility of the 
physician is a conception of what this type 
of malignant disease and its treatment 
mean to the individual patient. To carry 
this out in its fullest sense is a most chal- 
lenging proposition, requiring comprehen- 
sion that the patient’s adaptive potential, 
the domestic climate, the timing and 
rhythm, the economic status and the tech- 
nical aspects of the operation are all inter- 
related. 

In a superficial way, certain groups of 
patients stand out. Those patients who 
can relate themselves to others, and who 
are in the habit of so relating themselves 
in the past in a balanced fashion, possess 
the best working facility for adaptation. 
Overrelation, on the other hand, can prove 
to be a great handicap. 

Those who have not achieved human re- 
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lations in the past, who are not trusting 
but appear to be independent and self- 
sufficient, experience great difficulty when 
the technics and pillars of their adapta- 
tions are destroyed by radical surgical 
treatment, and they are forced into a posi- 
tion in which relatedness is essential. This 
group contains persons who appear to be 
unusually casual during the first two inter- 
views, who demand to know everything 
about their disease, even the depressing 
aspects, and who state that they “can take 
it.” It also contains those who immediately 
attempt to rehabilitate themselves without 
dependency or trust, on the basis of self- 
mastery. Delayed depressions, psycho- 
somatic syndromes and_ hypochondriac 
tendencies are not uncommon in this 
group. 

Patients may also be grouped, in a gen- 
eral way, in respect to their orientation 
to the medical profession. The person 
who submits to an annual or biannual 
examination with the hope that the exami- 
nations will reveal him to be normal year 
after year—and with the secondary hope 
that if a malignant process should develop 
it will be detected at an early date and in 
a curable stage—is better adjusted to med- 
ical examinations, tests, reports and ad- 
vice than is one who does not. In general, 
these persons understand the developing 
situation in a more comprehensive way 
and are more willing to accept proffered 
advice with less anxiety and confusion. 
The factors of delay in seeking advice, 
delay in diagnosis and delay in treatment 
are minimal in this group. 

A second group, which is by far the 
largest, awaits the development of a spe- 
cific sign or symptom to call attention to 
an abnormality. If there is no gross ab- 
normality apparent to their inspection, 
and if function is not impaired, there is a 
natural tendency for them to delay seek- 
ing medical advice in the hope that this is 
a temporary phenomenon which will re- 
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solve spontaneously within a few weeks or 
months. The persistence of a minor symp- 
tom is not so strong a motivating factor 
in seeking help as is the progression of 
the symptom to distortion of the body 
image, impairment of body function and 
the advent of pain. On the instinctive 
level the patient does not desire to learn 
that he has a serious illness that might 
threaten his life, and delays treatment by 
evasive action and subterfuge. This group 
responds favorably to the insistence of 
well-meaning relatives and friends that 
medical advice be sought. Its members 
fall naturally into the pressures of the 
medical mores of our time. 

A third group, the smallest, is domi- 
nated by uncontrollable fear and insecu- 
rity germinated by obsessive indulgence 
and broodings about carcinoma, which are 
supported by deep psychoneurotic and 
psychotic patterns. This type of person 
is compelled to seek out one doctor after 
another and to insist not only on the high 
possibility of the disease being present, 
but on its actual presence in spite of nega- 
tive indications. Obviously, he needs pro- 
fessional psychiatric help. 

It is impossible to establish a fixed set 
of rules in dealing with the patient in the 
consulting room. The specialist concerns 
himself with three areas of activity, all 
interrelated; namely, establishing the 
diagnosis, planning the treatment and 
evaluating the patient’s emotional capac- 
ity to accept and adjust to this new, 
severe and threatening situation. All of 
the aforementioned factors have direct 
bearing on the management of the carci- 
noma problem. From an academic point 
of view, diagnosis and treatment have 
been emphasized more than the psychic 
implications, under the rather constricted 
conception that the carcinoma will kill the 
patient regardless of the psyche, unless it 
is removed. There is, of course, a funda- 
mental truth in this, but it lacks compre- 











hensiveness. The criteria of actual suc- 
cess are not reflected in the published five- 
year cure rate if successful readjustment 
and adaptation to the alterations of func- 
tion and esthetics are absent. 

The patient reflects the mores of his 
specific background in dealing with his 
carcinoma problem. This is the founda- 
tion of many of his broad deductions and 
adjustments. Specific patterns, fertilized 
in the domestic scene in infancy and relat- 
ing to special organs, interlace the adap- 
tive pattern. This background modulates 
the immediate family, working, sociologi- 
cal and economic areas. It is in the light 
of these composite forces that the surgeon 
informs his patient of his disease, its 
management and its inevitable alterations 
in the patient’s life. There is certainly 
no rigid formula in these circumstances 
for emotional evaluation. One must be 
guided by devotion to the patient’s wel- 
fare. 

The Office Consultation.—Once a pa- 
tient has decided to seek medical aid and 
appears in the physician’s office for the 
first time, a sequence of events will de- 
velop that will have direct bearing upon 
the patient-doctor relation. There is no 
rigid or specific set of rules and regula- 
tions that can be applied to all patients. 
Everything that happens, however, is of 
extreme importance to the patient. 

The first visit should be marked by 
warmth, friendliness and the assurance 
that the physician is interested in the pa- 
tient’s problems and welfare. The atti- 
tude of the secretary, the atmosphere in 
the waiting room, the history taking, the 
physical examination, the reaction to the 
physician, whether the diagnosis is al- 
ready known by the patient, whether the 
patient was referred by another doctor or 
another patient, unnecessary delays in 
handling the patient, arranging for diag- 
nostic tests which include roentgen stud- 
ies, chemical and biologic examinations, 
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etc., the approach to an office biopsy, if 
one is carried out, and its meaning, and 
the departure with a specific date to re- 
turn—all of these determine the atmos- 
phere for the patient’s eventual adaptation 
to his problem. 

The patient should feel that the first 
examination is devoted to investigation, 
analysis and diagnosis. Having a new 
patient wait for a long time in a combined 
waiting room with postoperative patients 
showing conspicuous esthetic deformities 
and also with patients who are extremely 
sick, either treat. d or untreated, is a shock 
that is often more than he can endure. 

The orientation of the patient to his 
disease begins with an analysis of the pa- 
tient himself. Pertinent information may 
be obtained from several other responsible 
members of the family group concerning 
his habits, weaknesses, strengths, hopes, 
etc. The status in respect to being male, 
female, the working member, single or 
leader all have bearing. The moral and 
religious philosophy, combined with the 
relation in the family group, is so impor- 
tant that arbitrary action against the pa- 
tient to compel him to see everything in 
the light of the surgeon’s experience may 
result in disaster. A patient’s way of 
“seeing things” has more meaning for 
him than a second or a third person’s de- 
ductions. When feasible, the patient should 
understand the essentials of his problem 
on the basis of his own comprehension 
and feeling. In every instance, he must 
be helped to reach this point. 

The second visit is a much more com- 
plex experience for all concerned. It 
brings into focus the physician’s philos- 
ophy with regard to carcinoma and its 
relation to the patient. It confronts the 
physician with the request for the amount 
of information the patient desires to have 
and his responsibility to estimate how 
much of this information is absorbable by 
the patient. 
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This interview with the patient consists 
of a review of the reports of the various 
tests, with emphasis on the positive and 
undisturbing factors, The physician 
should attempt to present this material 
with personal interest and warmth and 
not to display himself as a threatening, 
impersonal and hostile agent. In most 
instances, some discussion of the diag- 
nosis, with an explanation of the disease 
and its behavior, is helpful. Undue pes- 
-simism at this time is distinctly harmful. 
A discussion of the treatment should en- 
compass what organs are involved, what 
will be removed, why it is necessary and 
some of the problems and handicaps this 
will create. Encouragement should be 
given concerning the operative technic, 
and reassurance about the type of anes- 
thesia, as these are often disconcerting 
factors to the patient. 

An explanation of the disease and the 
facts pertinent to the case, even though 
this has an immediate depressing effect, 
will serve to mitigate anxieties as the pro- 
gram progresses. From a moral point of 
view the patient is entitled to be informed 
of the facts of his case, and they should 
not be withheld unless there is clear-cut 
evidence that knowledge of the truth 
would be detrimental. The amount of 
factual information to be imparted is an 
individual question with each patient. One 
of the most important facets at this point 
is the manner in which this information 
is presented. Kindness, understanding 
and personal interest soften the bitterest 
facts. Hopelessness is an unnecessary 
burden for the patient and has no relation 
to the variations in the biologic progress 
of the disease. 

Not the least of the psychologic reflec- 
tions of surgical treatment for carcinoma 
rests upon the surgeon himself. In too 
many instances he has attained superb 
technical skill and forfeited the oppor- 
tunity of emotional assistance. The chal- 
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lenge and passion for mechanical perfec- 
tion leads to an impersonal type of 
preoccupation. This is used as a shield 
against the great humanity and compas- 
sion that are natural products of the work. 
Unfortunately, these life experiences are 
repressed because of the fear of their 
reality and strengths. What a miracle 
might be achieved if this understanding 
were used to its fullest depth. 

A brief discussion of the pertinent fac- 
tors in the immediate postoperative period, 
the length of time that it will be necessary 
to remain in the hospital and the rehabili- 
tation period at home will prepare the 
patient for the entire experience. Every 
patient with carcinoma suffers during this 
interview. Utter anxiety and depression, 
with fear as their root, assume a dominant 
role in his pattern of behavior. They may 
regress, remain stationary or advance into 
disorganization, psychic turmoil and panic. 
This is perhaps the most critical time in 
the relation of the patient with his physi- 
cian. Proper personal orientation at this 
juncture will facilitate all of the future 
adjustments. 

A vast majority of patients recover 
from the original shock of the reality of 
the illness and proceed with the operation. 
A small percentage elect to seek another 
opinion for confirmation and then return 
for the advised treatment. A few patients 
search for an answer to their problem by 
hysterically going from one doctor to 
another until they find a solution that is 
acceptable to them. The solution may not 
be scientifically correct, but they can ab- 
sorb the meaning of it without a profound 
foreboding of destruction, even though it 
may cause their eventual death. These 
persons need psychiatric help. Some pa- 
tients may never accept treatment for car- 
cinoma on the basis of fear and their con- 
viction that the therapy is worse than the 
disease. Time dissuades most of these, 
but often only after the situation has be- 
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come hopeless. Another small group re- 
jects treatment completely in the full 
knowledge of the prognosis, tragically con- 
vinced that they have no significant reason 
to make a heroic struggle against such a 
deadly enemy. Their equanimity (aided 
by alcohol and narcotics) is often inspira- 
tional. It is obvious that coercion of this 
type into a mutilating operation would be 
severely resented. 

The Hospital Experience.—The day of 
entrance into the hospital is usually asso- 
ciated with increased fear and anxiety. 
Patients may become tense, excited and 
hostile. Some feel lost and become panicky. 
They are not supported by seeing other 
postoperative patients in a state of marked 
debility. 

Occasionally, however, a patient is re- 
lieved by entering the hospital. The con- 
ception of this institution as a haven 
where his problem will be resolved by 
forces and persons he trusts creates an 
attitude of confidence and well-being. 

Another special event in the sequence of 
this experience is the day of the operation 
itself. Fear of death increases, and it is 
compounded by fear that the operation 
will be a failure, fear of the anesthetic 
and fear of complications. 

In the immediate postoperative period 
in the hospital many of the preoperative 
fears have disappeared but are replaced 
by fear of the customary postoperative 
weakness and its threat to rehabilitation, 
fear that the operation might have proved 
more serious than was anticipated and 
fear of the irrevocable alterations in the 
physiologic functions of the head and neck. 
There is depression at the early handi- 
caps and attendant inconveniences in this 
period. There is great anxiety and a 
strong desire to make rapid progress. 

A certain amount of dependence, curi- 
osity and questioning is a normal reaction 
to these anxieties and fears and should be 
accepted with the hope that the answers 
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will give reassurance and facilitate the 
adjustment. Any minor complications in 
the area of the operation or wound, or of 
a systemic nature, are met with great 
anxiety by the patient, usually out of all 
proportion to their physiologic signifi- 
cance. 

The Return Home.—The last step on the 
program for the patient is convalescence 
at home. Almost all patients are eager 
to go home; some, even before their 
wounds are completely healed. The home 
situation obviously means more to the pa- 
tient than the hospital care and security. 
Contact with the family group under these 
altered postoperative conditions may be- 
come adjusted into a healthy and positive 
phenomenon for the patient or may prove 
to be quite depressing. This depends, in 
the main, upon the emotional status of 
the family group prior to the operation. 
If it has been a healthy attitude, it is likely 
not to change, even though it will undergo 
considerable strain. 

The domestic situation developed over a 
period of years by personal contact, adap- 
tation and adjustment, whether on the real 
or on a fantastic level, gives certain mean- 
ing and significance to the situations and 
pressures that confront us. The home has 
quite naturally become a place of refuge 
and security, and, in time of external 
stress, can offer the greatest facility for 
protection and rehabilitation. The per- 
sonal relations existing among the various 
members of the family group constitute 
the basis of this security. In the final 
analysis, the climate of the domestic situa- 
tion may be the deciding factor in the 
success or failure of a patient to recover 
from a major operation in the head and 
neck. 

It does, however, have the capacity of 
exaggerating intrinsic weaknesses and 
precipitating latent hostility. There is no 
basis for belief that an operation will 
cause improvement in a degenerated fam- 
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ily situation. On the other hand, there is 
evidence that an operation will often 
exaggerate friction, disagreement and 
maladjustment. 

The principal figure in the family group 
is, quite naturally, the spouse. If there is 
a mutual feeling of affection, respect, 
trust, dependence and healthy sexual rela- 
tions, then the rehabilitative program in 
the home should progress satisfactorily. 
The spouse, under these circumstances, 
will usually participate and be helpful, not 
only in actual bodily care, if that is neces- 
sary, but in the adjustments necessary 
about the home and in his or her own per- 
sonal emotional adaptations. The aver- 
age postoperative head and neck problem 
does not require extensive or repetitive 
physical care, and when it is indicated it 
is usually not repulsive. It is limited to 
the region of the head and neck and not 
associated with the sexual organs or the 
sexual act, which are often dynamic and 
complicating factors in operations in other 
regions of the body. Neither is it asso- 
ciated with the alimentary tract, which 
may have unpalatable implications in the 
handling of feces and local body care. 
When it is necessary to perform a gastros- 
tomy on a patient with head and neck 
problems, the patient usually prefers and 
is usually capable of managing the care 
of his body himself. 

When there is a delicate balance on a 
superficial level in the domestic situation, 
and when the marriage is essentially a 
facade, the resultant postoperative emo- 
tional support will be insignificant and, 
occasionally, detrimental. Where the tech- 
nic of the facade has been effectively 
evolved prior to the operation, how- 
ever, it has a definite and valued useful- 
ness and should be preserved as an 
instrument of rehabilitation. Its destruc- 
tion or elimination would precipitate an 
entirely new and difficult pattern of ad- 
justment for the patient. 
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If the domestic situation has _ been 
fraught with preoperative hostilities, 
antagonisms, a lack of respect and trust, 
little mutual support or dependence and 
poor sexual relations, the spouse is usually 
of no help. The situation frequently be- 
comes overtly destructive and reduces the 
possibilities of successful adjustment dur- 
ing the rehabilitation program. The vari- 
ants that can develop cover all types of 
behavior pattern. Many persons regress 
to depressed, shameful, quiet secretive- 
ness. Occasionally one will attempt to 
seek reassurance and security by exag- 
gerated externalization, ostentatiousness 
and aggressively promiscuous sexual activ- 
ities. These curious abnormalities are 
used as foils and excuses for neurotic 
excesses. This course usually leads to 
disaster because of the insatiable and 
devious nature of the emotional demands. 
Unfortunately, other members of the 
household may be greatly disturbed dur- 
ing this period, 

Recovery and adjustment of a patient in 
the absence of the family group pattern 
is often complicated, protracted and in- 
complete. It rarely attains the success of 
the “good spouse” situation. 

The parent’s reaction to the children 
centers essentially around a desire not to 
be a burden to them, to limit the depend- 
ence to a certain period of time. If the 
patient has been the principal economic 
support of the family, a sense of guilt or 
shame may parallel his inability to work 
and support his family and to assume the 
responsibilities as the head of the family 
group. If a child is a victim of carcinoma 
and undergoes a major operation in the 
head and neck area, the emotional impact 
on the parents is severe, intense and often 
devastating. In most instances the mothers 
respond more violently than do the fa- 
thers. It is extremely difficult for them to 
accept the diagnosis. Feelings of guilt, 
an exaggerated sense of responsibility, 
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fear of separation and fear of the death 
of the child cause violent emotional ten- 
sions, primarily in the mother. If the 
treatment proves unsuccessful, these ex- 
periences leave a variety of permanent 
emotional scars. 

A factor often overlooked by the physi- 
cian is the coexistence of other serious 
problems in the family group, possibly 
affecting another member yet reflecting it- 
self on the patient. These may cover a 
vast range of living circumstances—finan- 
cial problems, illnesses of other members 
of the group, incapacitation of a spouse 
and the troubles and problems that can 
affect children. These frequently add a 
great adaptive burden to the patient’s load 
and must be given consideration in the 
overall management. 

Loss of a Specific Organ.—The loss of 
a specific organ has the general effect of 
impressing the patient with a sense of 
lowered physical vitality. There is no 
parallel between the function of the organ 
and the amount of strength and vitality 
lost. 

The loss of organs that have been em- 
phasized in the attempt to attain security 
and recognition, and have consequently be- 
come excessively important in the patient’s 
life, has a much greater debilitating effect 
than the removal of an organ that was 
limited to physiologic activity alone. This 
loss of vitality causes depression and in- 
ability to work. It prolongs rehabilita- 
tion and may persist indefinitely. It may 
progress to feelings of worthlessness and 
hypochondriasis. 

The loss of organs concerned with eat- 
ing and sucking may revive traumas of 
infancy and childhood, when food was 
denied on the basis of punishment, igno- 
rance or unavailability. The rehabilita- 
tive period may be colored with hostility, 
aggression, futility and a desire never to 
speak again. 

A review of the various extirpative pro- 
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cedures in the head and neck that affect 
individual living capacity will give an 
estimate of the forces. This region of the 
body contains the special senses upon 
which man has based a large part of his 
life. In adaptive importance, it matches 
the sexual organs and the alimentary sys- 
tem, although the incidence of neurotic 
depression and guilt is higher with regard 
to the latter two groups than when the 
head and neck are concerned. 

Ear: The special sense of hearing re- 
quires a receptive organ for vibratory 
sound, giving orientation and emotional 
significance to the sounds of the world. 
Not only is man’s appreciation and reac- 
tion to sound characterized by his depres- 
sion at losing this sense, but his industry 
in restoring its efficiency, surgically and 
with hearing aids, is dependent thereon. 
He has built a culture and art with the 
harmonies and rhythms of our civiliza- 
tion. Nevertheless, the threat of loss of 
hearing in one ear as a result of excisional 
surgical treatment causes only minimal 
anxiety and concern. This is largely ex- 
plained by the fact that the functional 
capacity and the body image conception 
are not altered to a significant degree. Re- 
jection, failure and hopelessness do not 
haunt the patient, and the demands for 
readjustment are minimal. 

As the size of the operation extends to 
include the auricle, skin and associated 
bone, the patient’s anxiety increases in 
proportion. When the hearing organ has 
been destroyed by the tumor. or when the 
local condition is associated with tinnitus, 
vertigo, nausea. vomiting and pain, the 
natient adjusts more readily to the extir- 
native operation with the combined hope 
ef cure of the tumor and relief of distress. 
In general, the organ of hearing can be 
eliminated with less emoticnal effect than 
the removal of an eye. 

The bilateralitvy of the hearing appara- 
tus prevents the disaster of deafness in 
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these problems, unless the ear that is not 
involved with the tumor lacks hearing as 
a result of a previous, unassociated con- 
dition. Guidance and encouragement in 
the use of a hearing aid and lip reading 
assist rehabilitation in these special cir- 
cumstances. The loss of the auricle causes 
a conspicuous deformity. Its reconstitu- 
tion by plastic surgery or an artificial 
prosthesis is often disappointing to the 
patient. These substitutes rarely match 
the perfection of the original ear, yet the 
patient’s desire to appear normal compels 
him to seek them. 

Eye: The eye establishes the visual con- 
ception of the form, color and texture of 
the physical world. Its use as a highly 
receptive organ places it in a special cate- 
gory in man’s growth and adjustment. The 
threat of loss of one eye precipitates a 
sense of severe depression concerning the 
ability to adapt, as well as an affront to 
the body image. Advice to remove a nor- 
mally functioning eye that is threatened 
by extrinsic tumor of the sinuses causes 
greater anxiety than the thought of re- 
moving an eye that has been destroyed by 
tumor and is sightless. The first circum- 
stance is analyzed as elective destruction 
and the second as essential, in that the eye 
itself contains the malignant growth and 
is recognized as useless and dangerous. 

Children adjust to enucleation with 
much less emotional disturbance than do 
adults. Orbital exenteration for a high 
grade malignant tumor in a young child 
is a serious and depressing problem for 
the surgeon. The parents’ reaction is 
often a powerful mixture of depression, 
fear, love and guilt and is not only greater 
than the child’s, but more profound than 
if they were undergoing the operation 
themselves. 

The bilaterality of vision is of funda- 
mental importance in assisting the patient 
to accept his problem and its solution by 
enucleation. Realistic consolation can par- 
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tially console the patient for the loss of 
one eye, but not for the loss of sight. 
Blindness not associated with carcinoma 
or the threat to life is accepted by many 
with magnificent adaptation. Malignant 
tumors of the orbit in adults are, fortu- 
nately, extremely rare. Bilateral exentera- 
tion in the absence of favorable prognosis 
has grave implications. 

From a practical point of view, unilat- 
eral enucleation does not cause a great 
functional handicap except in highly spe- 
cialized occupations for which exact depth 
perception is required. The _ resultant 
esthetic effect is in proportion to the mag- 
nitude of the operation. Simple enuclea- 
tion is not conspicuous when a proper 
plastic eye can be substituted. Unfor- 
tunately, simple enucleation is rarely ade- 
quate to cure a high-grade tumor of the 
orbit and associated sinuses. In these 
instances, hope of some restitution of the 
normal esthetic qualities finds justification 
in reconstructive technics at a later date. 

Nose: Smell and taste are receptive 
senses orienting man to the vapors, odors, 
perfumes, foods, liquids and compounds 
with which he makes contact. They com- 
bine and overlap in many of his analyses 
and adaptations. Their action is highly 
specific, yet the overall effect is a subtle 
one. Their relation to the instinct of 
hunger is tenuous and not essential to life, 
although they have flourished as embellish- 
ments in the culture of the gourmet. Their 
function is chemical in that they catalyze 
emotions associated with olfaction and 
taste. These organs do not present a 
physical self-image to the patient or his 
beholders. The organs responsible for 
these perceptions are inconspicuous and 
diffuse by their position in concealed and 
inaccessible anatomical sites. 

The patient is never confronted with a 
total loss of smell and taste, because of 
the separateness, bilaterality and disper- 
sion of these senses. When one sense is 
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destroyed by an excisional operation for 
tumor, the other complements it to such a 
degree that the patient is often not aware 
of its deficiency unless specifically tested. 
Loss of a portion of one of these senses in 
itself has little effect on the patient’s liv- 
ing capacity. The operation requiring the 
sacrifice, however, is often of such a char- 
acter that it precipitates the necessity for 
reevaluation and adjustment. 

Oral Cavity: The functions of the oral 
cavity combine, to some degree, sucking, 
biting, chewing, swallowing, tasting, 
breathing and speaking. The structures 
supporting these functions are fundamen- 
tal parts of the esthetics of the lower part 
of the face and neck. Major interference 
in these areas inflicts upon the patient 
basic changes that require the develop- 
ment of a completely new living pattern 
that is inefficient, difficult, limiting and 
often frustrating. These handicaps de- 
press the patient, threaten his ability to 
adjust, present him with an undesirable 
body image and create the possibility that 
he may fail in his adaptation; or, should 
he technically succeed, may still be re- 
jected by his family and friends. 

The procedures include resections of the 
mandible, tongue, maxilla, palate, cheek, 
floor of the mouth, pharynx, larynx, cervi- 
cal esophagus and lateral neck. In many 
instances, these technics are combined to 
form a composite resection of several of 
these organs in continuity. These exten- 
sive surgical maneuvers, understandably, 
increase the handicap. 

The resection of a portion of the man- 
dible eliminates the solidity of the arch 
and causes an esthetic deficiency at the 
site of resection. When the loss is at the 
chin, the deformity is conspicuous. When 
the loss is on the side, it is less obvious. 
Any dissolution in the bony arch causes a 
serious alteration in diet and eating hab- 
its. The function of chewing can be re- 
stored by bone or inert implantation. The 
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substitution of an oral prosthesis for the 
mandible is helpful but hardly permits 
the patient to escape a diet of mush and 
soft foods. 

Resection of a small portion of the 
tongue causes little disturbance. When 
a hemiglossectomy is performed, however, 
usually in continuity with operation on 
the floor of the mouth, the mandible and 
the lateral aspect of the neck, a significant 
readjustment is necessary in eating, 
speaking and swallowing habits and in 
acceptance of the new body image. Total 
glossectomy with preservation of the 
larynx creates a critical functional adap- 
tive problem in speech and particularly 
in swallowing. An intraoral prosthesis 
is of slight assistance. Plastic surgical 
treatment is often delayed because of its 
multi-staged, prolonged character, the 
extent of the primary resection and the 
poor overall prognosis in these advanced 
cases. Esthetic camouflage by growing 
a beard increases conspicuousness in an 
already weakened emotional structure. 
The adjustment requires months and 
months of trial and error. It involves not 
only the patient, to a profound degree, but 
other members of the family group. As 
the vast majority of oral carcinomas occur 
in men in the fifth and sixth decades of 
life, it is usually the wife who shares the 
burden with her husband. 

In the severest cases the adaptive and 
physical-self problems are never com- 
pletely resolved, yet man’s capacity to sur- 
vive without a tongue or a jaw bone or a 
voice box is more than comforting to the 
surgeon. The failures that survive their 
disease, and these are not numerous, are 
no more a condemnation of adequate sur- 
gical treatment than they are of man’s 
psyche. 

Larynx: In many respects, the loss of 
the ability to speak presents the patient 
with unique problems which are different 
from those encountered in the loss of the 
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special senses. Speech is not receptive 
activity but a projective phenomenon. It 
is a natural method of communication. It 
is a productive and creative, rather than 
analytical, mechanism. It is an instrument 
that gives the ego meaning. It is so in- 
timately associated with all of man’s 
emotional chemistry that it reflects his 
deepest feelings in multitudes of voice 
patterns. The larynx is frequently the 
organ used in neurotic deviations. The 
threat of its elimination is a shock that 
often causes the patient to delay treat- 
ment or to seek a type of therapy that 
does not include this denial. 

Partial loss of the larynx, permitting a 
residuum of a natural voice and a natural 
airway, is accepted without great tension. 
Complete sacrifice of this organ precipi- 
tates acute anxiety and depression, in that 
the patient cannot comprehend how he 
will carry on without a voice box. The 
emotional pipeline to the outside will be 
gone. Communication will be relegated 
to a pad and pencil. The ability to carry 
out one’s previous social and working 
obligations will be curtailed or eliminated. 
The specters of failure and uselessness 
and the difficulty in the adaptive pattern 
itself are mitigated to some degree by 
adequate preoperative orientation and, 
postoperatively, artificial voice mechan- 
isms and esophageal speech. 

Occasionally the rehabilitative program 
will be unusually successful, but more than 
half of the patients will find facets of the 
program impossible to accept without con- 
comitant emotional implications. 

Facial Nerve: Resection of the parotid 
gland and facial nerve for high-grade car- 
cinomas of this area creates a serious 
adaptive problem in respect to esthetics 
and body image. If the operation is ex- 
tended to include the mandible and the 
muscles of mastication, there is moderate 
interference with the function of chewing. 
The patient’s reaction to the warning that 
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one side of the face will be paralyzed as 
part of the treatment of his tumor causes 
such anxiety that in many instances 
another and less effective form of therapy 
is sought, the guarantee that no disfigure- 
ment will follow being more acceptable 
than an improved prognosis. The pa- 
tient’s conception of his postoperative ap- 
pearance is usually downgraded. The 
curious and conspicuous character of the 
deformity devastates self-respect and self- 
esteem, and this casts its shadow over the 
social and working existence of the pa- 
tient. The deformity is also a powerful 
and constant reminder of the threat to 
life from the basic disease. 

The patient’s hope of and insistence on 
rehabilitation of the face equals the anx- 
iety and depression of the deformity. 
Nerve grafting, myomectomy, suspension 
and tranquilization operations give relief 
to this distress, and as the status of the 
face improves the force for adaptiveness 
lessens and self-esteem is enhanced. 

Rehabilitation.—The actual rehabilita- 
tive program itself contains considerable 
stress for the patient. It is a period of 
trial and error with depression and suc- 
cess. The time required for functional 
rehabilitation is frequently governed more 
by his emotional adjustment than by his 
physical handicap. During this interval 
the patient creeps toward self-sufficiency 
and self-respect on the pathways of de- 
pendence, curiosity, experimentation and 
attrition against his invalidism until the 
phase of his emotional and functional re- 
quirements is balanced by what is avail- 
able, what he expects and what he can 
absorb for successful adaptation. 

The demands made on the patient in the 
family group in attaining a satisfactory 
adjustment to chewing, sucking, swallow- 
ing, handling saliva, breathing, speaking 
and personal appearance cannot be con- 
sidered any less significant than the tech- 
nical demands placed upon the surgeon 











for extirpation of the disease. The pa- 
tient and the family group may be shocked 
by the severity of the alterations and then 
gradually accept these changes as the re- 
habilitative program progresses. Altera- 
tions in eating habits, the variety and con- 
sistency of foods, the problem of constant 
drooling, uncontrollable and explosive 
coughing, feelings of rejection, loss of self- 
respect, revulsion, mutilation and severe 
depression, whether due to real or to ir- 
rational deductions, are nevertheless prob- 
lems that have to be met and solved. 

Rehabilitation is attained by under- 
standing, persistent work and the gradual 
evolution of attainment and adaptation 
that are acceptable to the patient and his 
friends. This attainment does not come 
about quickly. It is built on the basis of 
trial and error and success and failure 
over a period of weeks, months or years. 
In presenting this knowledge to the pa- 
tient it is wise to have him build his hopes 
about an immediate target that is realistic 
and will prove that he is moving toward 
a functional capacity that in many re- 
spects resembles his preoperative living 
status. This program should be augmented 
by an overall goal of higher proficiency 
and attainment that will give the patient 
reason to believe that his eventual plight 
will not be unendurable to himself and 
unacceptable to others. 

This program involves the leadership 
and encouragement of the patient’s sur- 
geon, the help and understanding of the 
family group, the aid of technical equip- 
ment and the encouragement of seeing 
other people who have worked out the 
same problems satisfactorily. Psychiatric 
assistance is essential in special circum- 
stances. If such a patient is left to his 
own devices, only in a small percentage 
of cases will he make successful adaptive 
efforts. The majority will either fail com- 


pletely or attain levels far below their 
potential. 


Living out the results of a 
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successful operation under these condi- 
tions is frustrating to the patient and 
should be unacceptable to the surgeon. 


RESUMEN 


E] tratamiento de los carcinomas de la 
cabeza o del cuello plantéa problemas es- 
peciales estéticos y funcionales ya que 
toda pérdida de sustancia en estas regio- 
nes compromete la normalidad de la 
figura corporal. Aun cuando un carcinoma 
sea extirpado satisfactoriamente pueden 
quedar alteraciones psiquicas o mentales 
contra las que es preciso precaverse. 

FE] autor presenta una sencilla clasifica- 
cién de enfermos con carcinoma de la 
cabeza o del cuello mostrando la diferente 
actitud que en cada caso debe tomarse ante 
el problema terapettico. E] enfermo ado- 
lece siempre de temores 0 prejuicios exis- 
tentes desde su infancia, y es a la luz de 
tales influencias que el cirujano debe deter- 
minar la conducta a seguir. Se precisan con 
frecuencia muchas conversaciones con el 
enfermo en la sala de consulta para aclarar 
bién su estado psicol6gico y poder asi 
ganar su confianza. También se debe per- 
sistir en esta actitud durante la hospitali- 
zacion y en el tiempo de la convalecencia. 
Se discuten las dificultades inherentes en 
las pérdicas de cada parte de cuello o 
cabez, asi como la importancia del stress 
en el postoperatorio. Son pués en extremo 
importantes tanto el conocimiento de 
causa, el dominio de la situacién y el man- 
tener el animo del enfermo de parte del 
cirujano como Ja ayuda y cooperaci6én por 
parte de la familia. 


SUMARIO 


O tratamento do carcinoma da cabeca e 
do pescoco suscita problemas de ordem 
funcional e estetica pela deformidade de- 
corrente das perdas de substancia. Mesmo 
quando corretamente extirpado aurgem 
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serios disturbios mentais e psiqui cos que 
devem ser prevenidos por todos os meios 
possiveis. O A. apresenta uma classifica- 
céo dos pacientes demonstrando a ampla 
variacao em face do carcinoma e seu trata- 
mento. Cada um apresenta reflexos de 
suas atitudes e comportamento na idade 
infantil pelo que e necessario situar bem 
0 que vai suceder apos o tratamento cirur- 
gico. Descreve uma serie de entrevistas 
feitas e demonstra os bons resultados 
quando o doente é convenientemente escla- 
recido, 0 que tambem pode ocorrer durante 
a hospitalizacao e a convalescen¢a em casa. 
Discute as dificuldades resultantes da ex- 
tirpacao de um orgaéo e os metodos de 
rehabilitacéo. Considera extremamente 
importantes a compreensao, orientacao e 
encorajamento, auxilio familiar em torno 
do paciente. 


RESUME 


Le traitement des carcinomes de la téte 
et du cou pose des problémes fonctionnels 
aussi bien qu’esthétiques du fait de ]’im- 
portance particuliére que prend une perte 
de tissu a ce niveau. Malgré une extirpa- 
tion couronnée de succés, de graves trou- 
bles mentaux et psychiques peuvent appa- 
raitre; il faut recourir 4 tous les moyens 
a disposition afin de les éviter. 

L’auteur présente une bréve classifica- 
tion de malades atteints de carcinomes de 
la téte et du cou, montrant clairement 
l’étendue des variations que peut présenter 
leur attitude a l’égard du carcinome et de 
son traitement. Chaque malade refléte les 
caractéres spécifiques de sa personnalité 
depuis son enfance, et c’est a la lumiére 
de l’ensemble de son psychisme que le 
chirurgien devrait s’efforcer de lui expli- 
quer son état et le traitement qu’il néces- 
site. Une série d’entretiens au cabinet du 


médecin est décrite qui, s’ils sont bien 
conduits, aident dans une large mesure 
a éclairer le malade sur sa situation. I] 
est nécessaire de continuer a rassurer le 
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malade selon cette méthode également 
durant le temps de son hospitalisation, 
puis durant sa convalescence 4 la maison. 
Les difficultés inhérentes a la perte d’un 
organe spécifique sont discutées, de méme 
que le processus de réhabilitation qui com- 
porte en lui-méme un stress considérable 
pour le patient. Une surveillance compré- 
hensive et les encouragements du médecins 
ainsi que l’aide et la collaboration de la 
famille du malade ont une trés grande 
importance. 


ZUSAM MENFASSUNG 


Die Behandlung des Krebses am Kopf 
und am Hals bringt besondere Probleme 
funktioneller und dsthetischer Art mit 
sich, da der Gewebsverlust in diesen Ge- 
genden unweigerlich zu einer Beeintrach- 
tigung des Aussehens fiihrt. Auch wenn 
der Krebs erfolgreich entfernt ist, kann es 
zu geistigen und seelischen Stérungen 
kommen, gegen die man mit allen Mitteln 
gewappnet sein muss. 

Der Verfasser gibt eine kurze Klassi- 
fizierung von Kranken mit Krebsen des 
Kopfes und des Halses, aus der deutlich 
hervorgeht, dass die grundsatzliche Hal- 
tung der Patienten gegeniiber dem Krebs 
und seiner Behandlung weitgehende Un- 
terschiede aufweist. Jeder Kranke spie- 
gelt die Eigentiimlichkeiten des Milieus, 
in dem er seit Kindheit gelebt hat, wieder, 
und unter Beriicksichtigung dieser man- 
nigfaltigen Einwirkungen muss der Chir- 
urg den richtigen Weg finden, den Patien- 
ten iiber seine Krankheit und ihre 
Behandlung zu unterrichten. Es wird 
eine Reihe von Unterhaltungen in der 
Sprechstunde beschrieben, die bei richti- 
ger Fiihrung erheblich zur Aufklarung des 
Patienten beitragen kénnen. Erneute Ver- 
sicherungen dhnlicher Art sind auch 
wahrend des Krankenhausaufenthaltes 
und wahrend der Rekonvaleszenz zuhause 


notwendig. Die mit dem Verlust eines 
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bestimmten Organs einhergehenden 
Schwierigkeiten und das Verfahren der 
Wiederherstellung, das grosse Anforde- 
rungen an den Patienten stellt, werden 
erortert. Verstandnis, Fiihrerschaft und 
Ermutigung seitens des Chirurgen und 
Hilfsbereitschaft seitens der Familie des 
Kranken sind von ausserster Wichtigkeit. 
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preparation of the colon with chem- 

otherapeutic or antibiotic agents 
for colonic and major rectal operations 
has become almost a universally accepted 
practice. This is done with a view to pre- 
venting bacterial contamination at the 
time of operation and the avoidance of 
postsurgical infectious complications. The 
history of colonic surgery is that of a 
ceaseless contest against infection. Infec- 
tion is not only an accompaniment of 
grossly infected lesions, such as necrotic 
neoplasms, diverticulitis and so forth, but 
may accompany any neoplastic lesion of 
the large intestine, and often does, as evi- 
denced by the frequent concomitant pres- 
ence of cellulitis in and about the lesion, 
as well as nonmalignant lymphadenitis. At 
this point it should be stressed that there 
is no need for sterilization of the colon 
prior to the performance of a simple ano- 
rectal operation. 

Even the normal colon can hardly be 
considered a “clean” organ. Approximately 
75 per cent of the colonic flora consists of 
coliform bacteria; the remaining 25 per 
cent is made up of Clostridium, Lactoba- 
cillus, Proteus vulgaris, Pseudomonas 
aeruginosa (B. pyocyaneus), Streptococ- 


A' the time of writing, presurgical 
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The authors assess the present 
value of some antibiotic agents cur- 
rently employed in so-called pre- 
operative sterilization of the colon. 
The one-day or two-day preparation 
utilizing a sparsely absorbable and 
readily absorbable antibiotic is high- 
ly effective. The benefit derived 
from antibiotics should be balanced 
against the potential reactions or 
risks. The advisability of the use of 
physiologic solution of sodium chlo- 
ride instead of tap water for bowel 
irrigation to prevent water intoxica- 
tion and the avoidance of excessive 
purgation to prevent undue loss of 
potassium, which may be respon- 
sible for postoperative hypokalemia, 
are discussed. It appears that the 
two features last mentioned have 
not, up to the time of writing, been 
given sufficient attention in prepara- 
tion of the colon for operation. The 
problem of rapid recolonization of 
the patient's large intestine after so- 
called temporary sterilization of the 
colon by the normal preoperative 
coliform flora remains to be solved. 
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cus, Candida monilia albicans, and Bac- 
teroides.! It is not yet generally realized 
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that Staphylococcus aureus is frequently 
also present in the colons of normal per- 
sons. Failure to identify this organism 
oftener is usually ascribed to the use of 
inadequate media and incomplete culture 
methods. Some workers ascribe this fail- 
ure to the presence of staphylococci within 
the mucosa and not on the surface. E. coli 
is said to have the ability to migrate 
through an intact colonic wall; the strep- 
tococcus may also do so on rare occasions. 
The virulence and the number of normally 
present bacteria may be increased in the 
bowel that is the seat of localized or dif- 
fuse disease, owing to loss of local tissue 
resistance (locus minoris resistentiae). On 
occasion, the normal colonic flora may be 
replaced by an overgrowth of pure cultures 
of potentially harmful bacteria such as 
Proteus, Pseudomonas, Candida, and Mi- 
crococcus pyogenes var. aureus (Staphy- 
lococcus). Although surface overgrowth 
of yeast or monilia (Candida albicans) is 
quite common, true clinical moniliasis of 
the bowel is rare. The significance of 
staphylococci is discussed elsewhere in the 
text. 

At present, complete sterilization of the 
colon is neither possible nor desirable, nor 
is it easy to recolonize the bowel by the 
normal antetreatment, harmless bacterial 
flora. The history of the development and 
the employment of sulfonamides as an ad- 
junct to colonic surgery has been discussed 
elsewhere.” * In brief, the sparsely soluble 
sulfonamides  (succinylsulfathiazole, 
phthalylsulfathiazole or phthalysulfacete- 
mide), when used alone, hardly have a 
place in the present surgical armamen- 
tarium, partly because they are only bac- 
teriostatic—in contradistinction to the 
antibiotics, which are bactericidal. After 
their introduction into clinical surgery, 
however, multiple-stage resections of the 
colon began to be abandoned in favor of 
the one-stage operation with primary 


anastomosis. The closed technic of anasto- 
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mosis began to give way to the open types, 
which permit better hemostasis and more 
accurate approximation of the stomas. 
The incidence of wound infection and 
peritonitis was lowered, so that the neces- 
sity for preoperative immunization of the 
peritoneal cavity became obsolete. The 
beneficial effect of these drugs has, in the 
near past, been compared to that of iodine 
in the surgical treatment of thyrotoxicosis. 
These beginnings have been greatly en- 
hanced by the introduction of antibiotic 
therapy. 

Whatever disagreements that may still 
exist are largely the product of the lack of 
adequate-sized competent clinical studies, 
because it is difficult to set up controlled 
experiments with human beings.  Clini- 
cally, major difficulties are encountered 
in securing parallel series of treated and 
untreated patients and a critical eval- 
uation of comparative and contrasting re- 
sults. On the other hand, animal experi- 
mentation has been quite clear cut. Cohn’s 
studies* showed that, in the dog, intralu- 
minally placed antibiotics protect the in- 
testinal limbs as well as the end-to-end 
anastomosis, even after the devasculariza- 
tion of some 7 cm. of one of the limbs; 
whereas, in the control dogs, the devascu- 
larized segment of the colon is the seat of 
sloughs, perforations and consequent leaks 
of fecal material into the peritoneum with 
fatal peritonitis, the anastomotic suture 
line remaining intact. In the experimental 
dog, it is apparent that the fatal intestinal 
leaks are due to the uncontrolled action of 
the intestional organisms upon the devas- 
cularized segment of colon and not to a 
fault or error in the technic of anastomo- 
sis. Although it is dangerous to translate 
results obtained in the experimental ani- 
mal into human medicine or human biol- 
ogy, it may nevertheless be reasonably 
assumed that, in some cases, sloughs in the 
intestinal limbs or even disruption of the 
anastomosis with peritonitis may be 
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caused by interference with the blood sup- 
ply (ischemic necrosis) of the bowel that 
has been incompletely protected by anti- 
biotics, rather than by faulty technics and 
technical errors of anastomosis. Absolute 
clinical proof of this theory is at present 
difficult, if not impossible, to obtain. 


In spite of the accomplishments hith- 
erto described, preoperative preparation 
of the colon is but an adjunct to colonic 
_ and major rectal operations, and decidedly 
not a substitute for sound surgical prin- 
ciples, refinements of technic, or good 
anesthesia. Nor does preparation of the 
bowel take the place of correction of de- 
hydration, anemia, hypoproteinemia, avi- 
taminosis or other deficiencies. 

Antibiotic Agents——The antibiotics at 
present available are: (1) penicillin 
(1929); (2) streptomycin (1944) and 
dihydrostreptomycin; (3) bacitracin 
(1945) ; (4) chloramphenicol (1947) ; (5) 
polymyxins (A in 1947 and B in 1949) ; 
(6) chlortetracycline (1948) ; (7) neomy- 
cin (1949); (8) oxytetracycline (1950) ; 
(9) erythromycin (1952); (10) tetracy- 
cline (1952); (11) carbomycin (1952) ; 
(12) oleandomycin (1954) ; (13) novobio- 
cin (1955), and (14) soframycin (1956). 
A host of others are in the experimental 
phase, some of which are destined to be- 
come clinically available before publica- 
tion of this paper, e.g., Kanamycin. 

The ideal single therapeutic agent or 
combination of agents for so-called pre- 
operative sterilization of the colon is not 
yet available. The surgeon who accepts the 
principle of biochemical preparation of 
the large intestine has the problem of se- 
lecting the proper therapeutic agents and 
program. 


The Unobstructed Bowel.—For the pa- 
tient with a nonobstructing colorectal 
lesion, all programs begin with the bac- 
teriologic examination of the feces (gram- 
stained smear, plus culture and sensitivity 
studies if desired). A minimal residue diet 
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is prescribed for several days before oper- 
ation; the patients’ cooperation is elicited 
by telling them what foods to reject. The 
prompt cleansing of the colon of masses 
of bacteria and undigested food containing 
bacteria is accomplished by means of 
catharsis and irrigations. Of the cathar- 
tics, either castor oil, compound of licorice 
powder (senna) or a solution of sodium 
biphosphate and sodium phosphate is em- 
ployed once, prior to the administration 
of antibiotics. More recently, a combina- 
tion of gylcosides of cascara sagrada 
(Peristim) with dioctyl sodium sulfosuc- 
cinate (Pericolace) in doses of 30 to 90 
mg. of the former and 100 to 300 mg. of 
the latter, has been given a clinical trial, 
with satisfactory results. This is used in 
order to produce greater liquefaction of 
the feces. This is followed by irrigations, 
normal physiologic solution of sodium 
chloride being used in place of tap water 
in order to avoid possible water intoxica- 
tion. These are usually administered 
daily for one to two days before the 
scheduled time of operation. Recently, 
flushing enemas containing 5 to 10 cc. of 
1 to 5 per cent dioctyl sodium sulfosucci- 
nate for each 500 cubic centimeters of 
enema fluid have also been successfully 
tried. Although mechanical cleansing of 
the colon is of prime importance, intensive 
irrigations are avoided in order to prevent 
variable but considerable losses of potas- 
sium, which predispose to or increase the 
chances of postoperative hypokalemia.‘ 
On the morning of the operation, a rubber 
tube is left indwelling in the rectum. 


Choice of Chemotherapeutic or Antibi- 
otic Agents.—Sulfonamides: Because, as 
has already been mentioned, the sparsely 
absorbable sulfonamides are considered 
antiquated, they are nowadays employed 
as a sole agent only for the patient who is 
known to be allergic to the available anti- 
biotics. The total daily dose varies from 
8 to 16 Gm., and the time required for this 
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preparation varies from about five to 
seven days. 

Antibiotics: 1. Penicillin and Dihydro- 
streptomycin. Patients who cannot swal- 
low either capsules or tablets, are given, 
parenterally, 400,000 units of penicillin 
and 0.5 Gm. of dihydrostreptomycin every 
twelve hours for two days before the oper- 
ation. This dose is also administered on 
the day of operation and daily thereafter 
for a variable period, with a view to pro- 
viding a generalized antibiotic cover. Thus 
far we have not observed the occurrence 
of staphylococcic enteritis following the 
use of this combination of antibiotics; this 
is in agreement with Dearing’s experi- 
ence.° This is seldom utilized nowadays. 

2. Tetracycline with Neomycin. Initial- 
ly,2> 1 Gm. of neomycin and 0.25 Gm. of 
one of the tetracyclines were administered 
orally every hour for four doses during 
the first day, and 1.5 Gm. of neomycin 
and 0.25 Gm, of tetracycline were given 
on the second day at 8 a.m., 12 noon, 
5 p.m., and 9 p.m. Operation was per- 
formed in the morning of the third day.» 
More recently, this schedule has been 
shortened by giving neomycin, 1 Gm., with 
tetracycline, 0.5 to 0.75 Gm., every six 
hours for one day prior to operation. This 
revised schedule has been effective and 
has further reduced the preoperative pe- 
riod of preparation of the intestine. 

These combinations of antibiotics are 
effective against (1) the intraluminal bac- 
terial aerobic population (E. coli, Aero- 
bacter aerogenes, Streptococcus foecalis, 
Proteus, Pseudomonas); (2) anaerobic 
bacteria (Clostridia and Bacterioides) ; 
(3) preoperative cellulitis and/or infection 
in and about the lesion. They also give pro- 
tection to the anastomotic limbs in the 
event of inadvertent or unsuspected com- 
promise to the blood supply and afford a 
measure of antibiotic systemic protection. 


3. Erythromycin with Neomycin. This 
combination, administered in doses of 1 
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Gm. of neomycin and 0.5 Gm. of erythro- 
mycin every six hours, is an effective sup- 
pressant of the coliform flora as well as 
staphylococci and streptococci. The anae- 
robic and spore-bearing bacterial popula- 
tions are greatly reduced. The vast yeast 
counts increase, however, as happens when 
neomycin is used alone. This mixture pro- 
duces an adequate preparation of the colon 
within twenty-four hours. Carbomycin, 
administered in the same dosage, is almost 
as effective as erythromycin. In the near 
past, however, these antibiotics were uti- 
lized sparingly because they were kept in 
reserve to counter infection caused by 
other antibiotic-resistant strains of Staph. 
aureus.*> Now, with the advent of oleando- 
mycin, a new potent antibiotic against 
staphylococci, the neomycin-erythromycin 
combination is employed more frequently. 
At present, oleandomycin is held in reserve 
for possible need against staphylococci 
that are resistant to other available anti- 
biotics. 

4. Oleandomycin with Neomycin. The 
combination of oleandomycin and neomy- 
cin, administered in a total dose of 2 Gm. 
of each antibiotic for one day, is com- 
parable in its inhibiting effect on the intes- 
tinal microbial flora to the erythromycin- 
neomycin combination. Similar, but 
somewhat less effective, is the combination 
of novobiocin with neomycin.‘ 

5. Chlorquinaldol with Neomycin. The 
chlorquinaldol-neomycin combination has 
also proved to be satisfactory for presur- 
gical preparation of the large intestine; 
chlorquinaldol alone is useless.* 

6. Ristocetin with Neomycin. This com- 
bination is in the process of evaluation. 

7. Mycostatin with Neomycin. The value 
of this combination has been favorably 
commented on by others. Its value has 
been questioned. 

8. Soframycin. This new antibiotic, iso- 
lated from the Streptomyces lavendulae of 
Decaris, has properties somewhat similar 
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to those of neomycin.” It is not absorbed 
after the oral administration. Intralumi- 
nally, it has a pronounced antimicrobial 
spectrum against gram-negative organ- 
isms. The effective dose is 2 Gm. (half the 
dose of neomycin) in four divided doses, 
administered orally one day before the 
scheduled time of operation. 


COMMENT 


As has been stated, fecal bacteriologic 
studies are carried out whenever practical 
or feasible, before antibiotic preparation 
is begun. In the past, swabs from the in- 
testinal mucosa were obtained for gram- 
stained smears, cultural studies and sensi- 
tivity tests at the time of operation. 
Recently this practice was abandoned be- 
cause, as a result of the shortening of the 
period of antibiotic presurgical prepara- 
tion, it is unnecessary. Postoperatively, 
gram-stained fecal smears may be made 
every forty-eight hours. Usually, the de- 
tection of clumps of gram-positive cocci 
suggests the presence of staphylococci and 
invariably calls for fecal cultures and sen- 
sitivity tests of the offending organism to 
the currently used antibiotics, and, as a 
general policy, specific therapy, as outlined 
elsewhere in the text (see Complications), 
is also invariably instituted at this time. 

Postoperatively (particularly during the 
period of paralytic ileus), 400,000 units of 
penicillin and 0.5 Gm. of dihydrostrepto- 
mycin are administered parenterally every 
twelve hours for several days—usually 
either until peristalsis returns or until the 
patient resumes taking liquids orally. At 
that time, bacitracin may be given orally 
for several days in doses of 10,000 units 
every four hours in order te encourage the 
proliferation of coliform organisms, 
which are markedly inhibited by neomy- 
cin. The value of the oral administration 
of acidophilus and L. bulgaricus during 
the postoperative period, with a view to 
the enhancement of the recolonization of 
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the patient’s large intestine by anteopera- 
tion colonic flora, is in the process of as- 
sessment.'® We have not yet had an op- 
portunity to utilize living lyophilized E. 
coli (Colifer—a proprietary preparation) 
which was administered in doses of 10 to 
15 cc. in tepid water (100 to 250 cc.) asa 
retention enema or through a proximal 
vent, if one is present.'!' The same doses 
may be administered orally if the patient 
is able to drink. As has been mentioned. 
the problem of rapid recolonization of the 
patient’s colon after so-called temporary 
sterilization of the large intestine by the 
normal preoperative intestinal flora is yet 
to be solved. 

Cohn’s ingenious suggestion of intro- 
ducing into the lumen of the colon a plas- 
tic tube, the tip of which lies near the 
anastomosis, for the easy intraluminal] 
administration of antibiotics during the 
immediate postoperative period (when 
medication cannot be taken orally) ap- 
pears to offer an ideal way of injecting 
bacitracin or other agents intraluminally 
which would not interfere with the return 
of the coliform group of organisms that 
neomycin suppresses so effectively. At the 
time of writing, however, we have not yet 
utilized this procedure. 

Intestinal Obstruction. — Incomplete: 
For patients with incomplete colonic ob- 
struction, the first therapeutic efforts are 
directed toward effective decompression 
without the use of cathartics. Before 
surgical decompressive procedures are 
undertaken, the patient is protected with 
parenterally administered antibiotics. Pre- 
operative preparation for the definitive 
disposition of the colonic lesion is the same 
as for the patient without colonic obstruc- 
tion. In the presence of a proximal decom- 
pressive vent, however, the sparsely 
absorbable antibiotic is introduced intra- 
luminally through the vent, while the 
readily absorbable one is given orally be- 
cause of its systemic and local intestinal 
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effect. In addition, either the penicillin and 
dihydrostreptomycin combination or tet- 
racycline is given parenterally on the day 
before the operation and on that day it- 
self. 

Complete: In cases of complete colonic 
obstruction a proximal decompressive vent 
(cecostomy or colostomy) is established at 
the earliest possible moment. For this pro- 
cedure the patient is antibiotically pro- 
tected by the intramuscular administration 
of penicillin and dihydrostreptomycin or 
the intravenous administration of tetra- 
cycline. Preparation of the bowel in 
advance of definitive surgical elimination 
of the obstructing lesion is the same 
as that for the patient with incomplete 
colonic obstruction. 

Patients with strangulating mechanical 
obstruction (e.g., volvulus) or either trau- 
matic or spontaneous perforation of the 
colon are accorded prompt surgical inter- 
vention combined with intravenously ad- 
ministered tetracycline, plus the flushing 
of the intraperitoneal cavity and the in- 
testines with physiologic solution of so- 
dium chloride or with 0.5 to 1 per cent of 
neomycin solution to which bacitracin 
(250 units per cubic centimeter) may be 
added.'” The use of neomycin intraperito- 
neally, however, carries a significant risk, 
because it may produce respiratory arrest 
and renal failure, among other complica- 
tions. Hitherto this complication has re- 
ceived scant attention.'* Clorpactin (WCS 
90, a brand of monoxychlorosene) may 
prove more effective than neomycin for 
unprepared quick cleansing or steriliza- 
tion of the bowel’ and is, furthermore, 
nontoxic. 

Complications.—In general, the good 
derived from the therapeutic employment 
of antibiotics should always be balanced 
against the potential reactions or risks. 
Although all potent antibiotic agents may 
produce toxic and/or allergic reactions in 
some persons, the clinician should not 
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overlook his responsibility for initiating 
symptoms that are far removed from his 
initial objective. This cannot be _ too 
strongly emphasized in current medical 
thinking. The following complications, 
though in a sense they are some of the dis- 
eases doctors have given to patients 
(Brooke), are also some of the risk or 
price the patients must assume for the 
good the antibiotic agents afford. No bene- 
fit has ever come from therapeutic ‘“‘paraly- 
sis” or nihilism. Although the intelligent 
clinician is neither influenced nor deterred 
by the possible complications when indi- 
cations for antibiotic therapy are valid," 
he should nevertheless be forewarned of 
the possible risks or reactions. 

The surgeon must be able to look at sev- 
eral seemingly unrelated problems at one 
and the same time. Allusion has already 
been made (1) to the use of physiologic 
solution of sodium chloride instead of tap 
water for irrigation, in order to prevent 
possible water intoxication; (2) to the 
avoidance of excessive purgation to pre- 
vent an undue loss of potassium, and (3) 
to the attempts at quick preparation of the 
colon with antibiotics to escape the over- 
growth by harmful bacteria and fungi 
after elimination of the normal coliform 
flora. Brooke" advised against the partic- 
ular use of chloramphenicol and chlortet- 
racycline. Unless specially indicated, as in 
cases of typhoid fever, chloromycetin 
should also be avoided for other reasons. 
It is a nitrophenol compound capable of 
causing granulocytopenia, agranulocytosis 
and fatal aplastic anemia. The myelotoxi- 
city attributed to its nitrobenzene radical 
may be extremely serious. As has been 
stated, the overgrowth of Proteus vulgaris, 
Pseudomonas aeruginosa and fungi (Can- 
dida albicans) may occur, but we have yet 
to encounter a clinical case of disease of 
any importance caused by these organisms. 
This is true particularly of fungi, as we 
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have encountered only 1 probable case of 
moniliasis or candidiasis of the colon. 
The overgrowth of Micrococcus pyo- 
genes var. aureus may be of urgent clinical 
importance. In 1954, in a personal evalua- 
tion of the anorectocolonic side-effects of 
antibiotic therapy,'t aided by gram stains 
of mucosal smears or feces for the prompt 
detection of clumps of gram-positive cocci 
(without identifying the exact genus by 
culture), one of us (R. T.) recognized 
- anogenital pruritus, simple diarrhea and 
micrococcic enteritis, and stressed the 
fact that diarrhea following the adminis- 
tration of broad spectrum antibiotics does 
not always imply the presence of staphy- 
lococcal enteritis. Sigmoidoscopic study of 
56 patients with simple diarrhea revealed 
mild injection of the mucous membranes 
of the ampulla in only 19; each of the re- 
maining patients showed normal mucosa 
on endoscopic study. (Parenthetically, one 
of us [R. T.] has encountered staphylococ- 
cal enteritis following nonintestinal opera- 
tions in 2 patients who have not been given 
antibiotic therapy in the recent past. These 
patients have responded promptly to the 
oral administration of erythromycin.) 
The development of staphylococcal en- 
teritis is either facilitated by or depends 
appreciably upon the absence or suppres- 
sion of normal coliform flora. The sources 
of M. pyogenes may be the patient’s naso- 
pharynx or uncooked food; or it may ap- 
pear from suppressed existence in the 
bowel or other body sites after the colonic 
flora have been eliminated or destroyed 
by antibiotic or other factors.'* Resistant 
micrococci (which may cause other than 
intestinal infections in hospitalized pa- 
tients) may also be spread from profes- 
sional hospital personnel (including the 
surgeon) to patients, and vice versa (cross 
infection within the hospital), thus creat- 
ing a vicious, but theoretically a prevent- 
able, circle. These persons may be persist- 
ent (chronic), intermittent or occasional 
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carriers. In the presence of staphylococcal 
enteritis'! the mucosa is uniformly red- 
dened, friable, injected and edematous; it 
bleeds on slight trauma and is the seat of 
tiny scattered superficial ulcerations. The 
lumen of the bowel resembles the endo- 
scopic picture of acute nonspecific ulcera- 
tive colitis; we have not observed the for- 
mation of membranes or pseudomembranes 
that coated the mucosa. Dearing’ has dis- 
tinguished micrococcic enteritis from 
pseudomembranous enterocolitis (the mod- 
ern cholera). While Micrococcus pyogenes, 
with its enterotoxin or enterotoxic reac- 
tion, appeared to be the causative organ- 
ism in all of his cases of micrococcic 
enteritis, the staphylococcus or micrococcic 
invasion was not always present in his 
cases of pseudomembranous enterocolitis. 
Although the development of pseudomem- 
branous enterocolitis is not necessarily con- 
ditioned upon the M. pyogenes, its present 
incidence seems to correspond to the prev- 
alence of antibiotic-resistant strains of 
Staph. aureus, and to a higher ratio of sus- 
picion. It should be emphasized, however, 
that pseudomembranous enterocolitis is 
not a new phenomenon. It is a syndrome 
of many opinions and but few proved 
facts. Its occurrence was recorded by Fin- 
ney as far beck as in 1893—long before 
the discovery of antibiotics. Today, as 
in the past, pseudomembranous entero- 
colitis has followed operations as well as 
nonoperative medical conditions in which 
no relation to antibiotics could be es- 
tablished. In summary, one may recog- 
nize (1) simple postoperative diarrhea; 
(2) micrococcal enteritis, and (3) pseudo- 
membranous enterocolitis. Micrococcic en- 
teritis and pseudomembranous enterocoli- 
tis may, however, coexist, and very rarely 
may be accompanied by pseudomembra- 
nous involvement of the respiratory tract. 
Therapeutically, micrococcal enteritis may 
yield readily to medication, while pseudo- 
membranous enterocolitis does not. 
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Simple diarrhea responds to mere dis- 
continuation of administration of the 
offending antibiotic without further ado; 
the addition of erythromycin or oleando- 
mycin is seldom necessary. Incidentally, a 
past study" had revealed 11 cases of side 
effects produced by erythromycin as far 
back as in 1954. Micrococcic enteritis may 
respond readily to discontinuation of the 
offending antibiotic and to the administra- 
tion of antibiotics to which M. pyogenes 
is sensitive, while the clinical course of 
pseudomembranous enterocolitis is diffi- 
cult to reverse by any therapeutic means 
available, including the newer antibiotics, 
corticotropin and/or adrenal cortical hor- 
mones. In surgical patients who are in a 
state of shock but who have mild or no 
diarrhea, pseudomembranous enterocolitis 
may mimic pulmonary embolism, myocar- 
dial infarction produced by coronary 
artery thrombosis, hemorrhage or even 
peritonitis, thus compounding the diagnos- 
tic and/or therapeutic difficulties. 

To recapitulate: The crux to this situa- 
tion lies in a high index of suspicion; early 
recognition of already established compli- 
cations; prompt identification of the 
causative organism by smear (gram stain) 
and culture of the fecal organisms on me- 
dia that will grow staphylococci; deter- 
mination of the sensitivity of the offending 
organism to the prevailing antibiotics, and 
the institution of prompt specific and sup- 
portive treatment. To the clinically ill pa- 
tient, if the smear reveals micrococci, 
erythromycin or, preferably, oleandomycin 
should be administered promptly and in 
large doses (parenterally, if desired) be- 
fore the results of cultural studies and 
sensitivity tests are reported. If organisms 
are absent on gram-stained smears, more 
effective therapy, including corticotropin 
(ACTH) or adrenocortical hormones admin- 
istered intravenously, and the replace- 


ment of depleted electrolyte elements and 
depleted circulatory fluid volume should 
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be instituted. Fluids should be given in 
abundance, because they may be lost in 
the excreted feces, into the tissues and into 
the lumen of the bowel,'* where enormous 
quantities may be trapped. For the crit- 
ically ill patient with shock or circulatory 
collapse, oliguria, copious diarrhea, etc., 
the use of whole blood and vasopressor 
drugs is justified, in addition to the afore- 
mentioned therapy. 

Addendum: Since the preparation of 
this paper, Kanamycin sulfate has_ be- 
come commercially available. Since its 
pharmacologic properties, toxicity and 
therapeutic activity seem to parallel those 
of Neomycin, its usefulness in clinical 
medicine and surgery will most probably 
also be similar to that of Neomycin."* 

The use of fecal enemas in the treatment 
of pseudomembranous enterocolitis has 
been suggested (EKiseman, B; Silen, W.; 
Bascom, G. S., and Kauvar, A. J., Surgery 
4:854 [Nov.] 1958). 


ZUSAMMENFASSUNG 


Der heute giiltige Wert einiger der zur 
sogenannten praoperativen Sterilisierung 
des Dickdarms angewandten Antibiotika 
wird abgeschatzt. Die ein- oder zweita- 
gige Vorbereitung des Patienten, die sich 
der Kombination eines sparlich absorbier- 
baren mit einem absorbierbaren Antibio- 
tikum bedient, ist héchst wirksam. Die 
Anwendung dieser kurzfristigen Vorbe- 
reitung bezweckt eine Umgehung der 
Wirkungen einer méglichen Wucherung 
der Hefepilze, auf die im einzelnen einge- 
gangen wird. Es wird darauf hingewiesen, 
dass es notwendig ist, die giinstigen Wir- 
kungen der Antibiotika gegen die mdgli- 
chen Reaktionen und Gefahren abzuwa- 
gen. Die Ratsamkeit der Anwendung 
physiologischer Kochsalzlésung statt Was- 
ser zur Darmspiilung, um eine Wasser- 
intoxikation zu verhiiten, und die Vermei- 
dung tibermiassigen Abfiihrens, um einem 
unerwiinschten Kaliumverlust, der zur 
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postoperativen Kaliumarmut im Blut 
fiihren kann, vorzubeugen, werden eror- 
tert. Den beiden letztgenannten Faktoren 
ist offenbar bis zur Zeit der Niederschrift 
dieser Arbeit nicht geniigend Aufmerk- 
samkeit bei der Vorbereitung des Dick- 
darms zur Operation gewidmet worden. 
Das Problem der raschen Wiederansied- 
lung der normalen Darmflora im Dickdarm 
nach der sogenannten temporaren Sterili- 
sierung ist noch ungelost. 


RIASSUNTO 


E’ ormai ben stabilito il valore di aleuni 
antibiotici nella cosidetta sterilizzazione 
preoperatoria del colon. Il metodo pit 
efficace é rappresentato dall’uso di un anti- 
biotico scarsamente assorbibile associato 
ad uno assorbibile per uno-due giorni 
prima dell’intervento. Questa prepara- 
zione di breve durata tende ad evitare 0 a 
ridurre il rischio dello sviluppo dello st. 
aureo. E’ molto importante che o bene- 
fici derivati dall’impiego degli antibiotici 
non si accompagnino a rischi o ad effetti 
spiacevoli. Viene discusso |’uso delle so- 
luzioni fisiologiche in luogo dell’acqua pura 
per le irrigazioni del colon, allo scopo di 
evitare l’intossicazione da acqua, e la ne- 
cessita di evitare purghe eccessive per 
prevenire l|’ipokalemia postoperatoria. 

Queste due ultimi punti non hanno an- 
cora ricevuto la dovuta attenzione. Resta 
ancora insoluto il problema della ricoloniz- 
zazione batterica del colon dopo la steri- 
lizzazione. 


RESUME 


La valeur actuelle de certains agents 
antibiotiques utilisés pour la_ soi-disant 
stérilisation pré-opératoire du colon a été 
étudiée. La préparation en un ou deux 
jours au moyen d’une combinaison d’anti- 
biotiques 4 résorption faible est hautement 
efficace. L’utilisation 4 court terme de 
cette méthode a pour but d’éviter les ef- 
fets possibles d’un excés de S.var.aurus, 
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qui sont discutés. Les avantages des anti- 
biotiques devraient étre équilibrés contre 
les réactions ou les risques qu’ils peuvent 
entrainer. L’auteur discute également |’op- 
portunité de l'utilisation d’une solution 
physiologique de chlorure de sodium au 
lieu de l’eau du robinet pour l’irrigation 
intestinale en vue de prévenir une intoxi- 
cation aqueuse, ainsi que la facon d’éviter 
une trop forte purgation entrainant une 
perte excessive de potassium pouvant pro- 
voquer une hypokalémie post-opératoire. 
I] semble que |’on n’ait pas encore accordé 
une attention suffisante aux deux derniers 
facteurs mentionnés en ce qui concerne la 
préparation pré-opératoire du colon. Le 
probléme d’une recolonisation rapide du 
gros intestin aprés la soi-disant stérilisa- 
tion temporaire du colon par une flore 
coliforme normale pré-opératoire n’est pas 
encore résolu. 


RESUMEN 


Esta _ suficientemente demostrado el 
valor que hoy dia tienen los antibidticos en 
la esterilizacion preoperatoria del colon. 
La preparaciOn durante un par de dias 
con un antibidtico de poca absorcién y 
otro facilmente absorbible es francamente 
efectiva. Pero esta preparacion dema- 
siado rapida puede no llegar a evitar el 
desarrollo del estafilococo p.aureus; esta 
circunstancia se estudia con algun detalle 
en este trabajo. En consecuencia los be- 
neficios derivados del empleo de los anti- 
bidticos deben ser enfrentados a sus ries- 
gos e inconvenientes. Se estudia también 
el uso de enemas con solucién de cloruro 
sddico que al evitar una purgaci6n exce- 
siva previene la indebida pérdida de pota- 
sio que podria conducir a la hipokalemia 
postoperatoria. Parece ser que estos dos 
puntos ultimamente mencionados no han 
sido hasta la fecha considerados como se 
merecen. Ademas todavia queda sin resol- 
ver el problema de la reconciliaci6én des- 
pués de la esterilizacion temporal del colon, 
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Specifically speaking, there is a possibility that disease is rooted in the physical 


aspect of man and... 
existence . 


is part of the vulnerability and perishability of physical 
. . In this light, human disease appears as a natural step of man on 


his way to death. On the other hand, disease can also be looked upon as the result 
of man’s freedom, the fruit of his neglects and inhibitions, his follies and excesses— 


in other words, the result of his individual biography. 


In this light disease appears 


as the shadow, perhaps even the price. cf the personality of man. the necessary 
evil of the fact that man is an individual. 





—Buchner 
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Farly French Surgery 
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Romans as Gallia has beginnings in 

prehistoric times. Broken heads have 
been found in burials of the Stone Ages, 
but factual evidence of therapeutic tre- 
phination cannot be deduced from these. 
However, hand-prints in red upon the 
walls of caves in southern France and 
northern Spain show frequent missing 
fingers (Fig. 1). So many of the prints 
show evidence of these missing fingers 
that it is more reasonable to assume that 
the fingers were amputated, probably ritu- 
ally, than that they were lost by accident 
or in fights. The amputations appear to 
have been made at the joints, and pre- 
sume some knowledge of the art of hemo- 
stasis. Of course, written history of such 
amputations does not exist. 

The Romans found the Gauls to be cer- 
tainly the most tractable people whom 
they had conquered. Certainly the sur- 
gery of the Gauls after the conquest of 
Caesar was Roman surgery—the best, and 
the most rational, surgery the world knew 
at the time. 

It is an historical fact, however, that 
Roman surgery deteriorated with the rest 
of Roman science and culture after the de- 
cline of the empire. The vernacular lan- 
guages began to usurp the classical, and 
the light of learning was dimmed to such 
a point that Charlemagne, it is said, could 
not write his own name. But if these 


S remans in the land known to the 
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people could not write, neither could they 
read, and the ability to read Latin, to say 
nothing of Greek, was confined to a few of 
the more alert spirits in the monasteries. 





During the forthcoming months of 
1959 and as long thereatter as pos- 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be occupied by 
presentations of rare and extraordi- 
nary historic value, the lectures pre- 
sented at the International Surgeons’ 
Hall of Fame on medical and surgi- 
cal history from the earliest recorded 
achievements to those of our own 
times. We believe that Journal read- 
ers who were not able to attend the 
lectures will {ind them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievement is in- 
trinsically thrilling and is a vital 
part of the education of every cul- 
tivated man and woman, inside or 
outside the profession. It is al- 
together fitting that it should appear 
in these pages, since the Interna- 
tional College of Surgeons is first, 
last and always a teaching institu- 
tion. 
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Many of the ancient manuscripts extant 
were copied by scribes in these monas- 
teries, and many of these scribes, as pale- 
ographers know well, were merely copying 
hieroglyphics whose significance was un- 
known to them. 

The preservation of the learning of the 
classical world, thus, was almost entirely 
the work of the monastics. St. Benedict 
had founded the monastery on Monte Cas- 
sino in 529, and the Constitution of the 
Benedictines stated expressly that the care 
of the sick should come before and above 
all else. This admonition was equivocal: 
did it refer to the care of sick Benedic- 
tines, or of sick men—and women—whom- 
ever they might be? 

In any event, among the literate monks 
there were those who found medicine and 
surgery alluring fields for study. And 
there must have been. The Church had 
a motto, Ecclesia abhorret a sanguine (the 
Church abhors bloodshed), and this was 
supposed by some churchmen to cover also 
the practice of medicine, with its thera- 
peutic bleeding, and the practice of sur- 
gery. The increasing devotion of some 
of the monks to medicine and to surgery 
led to a significant change in the Church’s 
attitude toward the Benedictine admoni- 
tion that the care of the sick should come 
before and above all else. The Church 
made it more and more clear that the 
first duties of its members were to the 
religious life, to the care of the soul and 
not to the care of the body. In some 
quarters this notion was carried to the 
point at which disease and injury were 
looked upon as retribution for sin, and to 
attempt to alleviate them was considered 
a trespass upon the just judgment of God. 

And so, in 877, the Synod of Ratisbon 
decreed that the clergy should not study 
medicine (law was included, but that is 
outside our present purpose). The decree, 
be it noted, forbade not the practice, but 
only the study. 
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It must be supposed that all of the 
clergy did not feel themselves entirely 
bound by this decree, or that obedience 
to it fell into disuse, for, some two and a 
half centuries later, the Council of Cler- 
mont reopened the issue by deploring the 
neglect of souls by the clergy. The fol- 
lowing year, 1131, the Council of Rheims 
forbade to the monks and the regular 
clergy the practice of medicine or surgery 
for money. In 1139 the words, for money, 
were deleted from the edict. In 1162 the 
study of medicine again was forbidden to 
the religious. Other and stronger pro- 
nouncements followed, until, in 1212, the 
Council of Paris laid the sentence of ex- 
communication upon those who, for the 
purpose of practicing medicine (or law), 
remained away from the monastery for 
more than two months. 


Evidently abuses were real, and the 
Church was finding it most difficult to 
prevent the monks and the regular clergy 
from practicing medicine and surgery. 
The Church held that its members’ first 
duties were toward the religious life. 
Activity in medicine and law beyond the 
cloisters led to mundanity in the lives of 
those whose lives ought to have been 
dedicated to things supernal. Monks whose 
knowledge of medicine and whose skill in 
surgery were famous were called away to 
make prolonged visits to princes and 
potentates who could, and perhaps usually 
did, surround them with extravagant 
feasts and extravagant pleasures and ex- 
travagant rewards. It was complained 
that the monks traveled about more and 
more and returned to their monasteries 
only upon the occasions of the highest 
feasts, if even then. 

During these centuries Paris had grown 
to be the world’s capital of learning. We 
do not know when the University of Paris 
was founded; perhaps about 1100 it could 
no longer be called a Cathedral School but 
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should be called a University. But in 1219 
the Faculty of Medicine of Paris was 
formally recognized by the Church. All 
of the teachers and all of the students 
were clerics. They submitted to the ton- 
sure. They wore clerical robes. How 
rigorously the clerical regulations were en- 
forced can be shown by many illustra- 
tions; let two suffice: in 1395 a student 
was denied his license because it was 
proved that he had been married recently ; 
and in 1443 the Dean, Charles de Meaure- 
gard, was stripped of all his titles, rights, 
privileges, and immunities because he had 
been married! 

The requirement of celibacy in a mem- 
ber of the Faculty was not relaxed until 
1452. In a student it was not relaxed 
until 1600. 

The Church had endowed the Faculty 
of Medicine of Paris—and, indeed, the 
entire University — with exceptional 
rights, privileges, and immunities. Thus 
the Faculty of Medicine of Paris, jealously 
guarding these rights, privileges, and im- 
munities, became extremely proud and 
acutely aware of its own importance. In- 
deed, it dictated the entire teaching and 
practice of medicine in France, and nearly 
in Europe. 

Now since the Faculty and the students 
were all clerics, and since the Church had 
pronounced so strongly against the shed- 
ding of blood (Ecclesia abhorret a san- 
guine), and since the practice of surgery 
had been suppressed (or nearly sup- 
pressed) among the clergy, surgery was 
not taught at the University. If a French- 
man wished to study surgery, usually he 
went to Italy to do it. This was true also 


of the Englishman, since Oxford, an off- 
shoot of Paris, likewise compelled celibacy 
and clerical standing for admission and 
licensing. 
a surgeon is 


Indeed, in England even today 
commonly addressed as 
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Fig. 1—Handprints from the walls of the Gorgas 
Cave in the French Pyrenees; Aurignacian period. 


“Mister,” “Doctor” being a form of ad- 
dress reserved for the physician. 

Until 1255, then, such surgery as ex- 
isted in France was practiced by French 
surgeons who had studied in Italy or in 
a center or two in the south of France, 
and by wandering herniotomists, stone- 
cutters, and other kinds of quacks who, 
in general, had been exiled from Italy. 
And yet, from these despised Frenchmen 
and from these less despised (unfortu- 
nately) wandering quacks, was to arise 
the great tradition of French surgery. 

The Faculty of Medicine would not rec- 
ognize the surgeons. If a member of the 
Faculty encountered a case in which sur- 
gery was required, he would summon a 
barber to perform the surgical procedure 
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under his own direction. It was beneath 
the dignity of the physician to degrade 
himself to cutting; this was the office of 
the barber. In France and England, then, 
a deep rift was driven between medicine 
and surgery. The Faculty of Paris would 
not recognize the professional standing, 
nor the social standing, of the surgeons. 
Members of the Faculty and Licentiates of 
the Faculty were permitted to wear a long 
robe, significant of their positions. But 
the surgeons were permitted to wear only 
a short robe. In consequence of these 
things, many bitter professional quarrels 
arose; since the Faculty was the supreme 
authority, these quarrels usually resulted 
detrimentally to the surgeons of France. 

The barbers were not permitted to wear 
any robe. In time, however (for surgery 
in France was advancing in spite of the 
opposition of the Faculty), the barbers 
began to be aware of the inroads which 
the surgeons were making upon their 
trade. The barbers protested against the 


surgeons, and their protests were meat 


and drink to the Faculty. Although the 
barbers were merely tradesmen, and bour- 
geois at that, the Faculty aided, in every 
way possible, the barbers in their efforts 
against the surgeons. It was completely 
beneath the dignity of the Faculty to have 
anything to do with the barbers beyond 
ordering them to perform certain inci- 
sions, and, indeed, members of the Fac- 
ulty who could be proved to have treated 
the barbers as more than mere servants 
were subject to severe discipline and loss 
of rank and honor. Nevertheless, the 
Faculty, well aware of the rising power of 
the surgeons, secretly taught its art to 
the barbers and did all in its power to 
support them in their war against the 
surgeons. Far beneath the Faculty soci- 
ally and professionally, they nevertheless 
formed another instrument by means of 
which the Faculty could harass the sur- 
geons. 
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This unfortunate situation continued to 
deteriorate until at last Jean Pitard (1228- 
1315), physician to King Louis IX (St. 
Louis), approached his Majesty in an 
effort to resolve the difficulties between 
the Faculty and the barbers on the one 
hand, and the surgeons on the other. 
Pitard is too little known in our day; 
actually he was the moving spirit in the 
genesis of the great French tradition in 
medicine as well as in surgery. The King 
gave his approval to Pitard’s plan, and 
the result was that on February 25th, 
1255, Pitard established the Confrérie de 
St.-Come et de St.-Damien, familiarly 
known as the Collége de St.-Come, or, 
more familiarly, simply as St.-Come. This 
was the world’s first College of Surgeons. 
It was founded by a Frenchman, under 
the auspices of a French King. 

It is not entirely certain that Pitard’s 
appeal to the King was completely naive. 
Pitard urged that St.-Céme had for its 
primary purposes financial and other as- 
sistance to impecunious members, the 
assurance of a decent burial to deceased 
members, and the amicable settling of 
disputes between living members. It might 
have been said that a further purpose was 
to be an attempt to settle differences be- 
tween the surgeons and the Faculty, At 
any rate, by about 1290 the Confrérie had 
prescribed courses of study for the sur- 
geons, had formulated an oath to be sworn 
by the prospective member, had designed 
a long robe in imitation of that worn by 
members of the Faculty, and had organ- 
ized a hierarchy of members. The pro- 
spective surgeon joined the Confrérie as 
an apprentice. In due time, and upon the 
payment of a fee of one franc, the ap- 
prentice became a bachelor. After cer- 
tain studies and the swearing of another 
oath (not to mention the payment of 
twelve gold crowns in cash) the bachelor 
could become a licentiate: he was now 
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“licensed” to practice surgery in Paris 
and its environs. After four years of 
such practice he might become a master, 
and himself take on apprentices, for fees. 
However, a surgeon could never attain to 
the title of Doctor unless he took an oath 
to give up completely the practice of sur- 
gery. Worse than this, no surgeon could 
ever receive the benediction of the Chan- 
cellor of Notre-Dame de Paris. There 
were other social and professional distinc- 
tions between the surgeons and the Fac- 
ulty: the Faculty spoke in Latin, the ig- 
norant surgeons spoke only in French; the 
surgeons had only a few saints to brag 
about, the Faculty had a saint for nearly 
every known disease; to mention only a 
couple. 

The inexcusable antipathy between the 
Faculty and St.-Céme continued to in- 
crease until the illustrious Lanfranc came 
upon the Parisian scene. Lanfranc (Fig. 
2: Guido Lanfranchi of Milan, died about 
1315), a pupil of the illustrious Taddeo 
d’Alderotti (Fig. 3), who is famous for 
having taught that one cannot be a good 
surgeon unless one is also a good physi- 
cian, nor a good physician unless one is 
also a good surgeon, became embroiled in 
one of the many differences between the 
Guelphs and the Ghibellines and was 
exiled from Milan in 1290. He had been 
born in Milan, and had established there 
a very successful practice in surgery—the 
fission between medicine and surgery was 
never as wide in Italy as it was in France 
and England. Upon his exile he went to 
Lyons, but five years later (1295) he re- 
moved to Paris. Being married and a 
surgeon, he could not become a member of 
the Faculty. He did, however, join the 
Confrérie, with momentous results. In 
Paris, in 1296, Lanfranc completed his 
great work, Ars Completa Totius Chirur- 
giae, a complete Principles and Practice 
of Surgery. The work shows him to have 
been conservative, and, in many respects, 
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reactionary to his celebrated Italian teach- 
ers; it is still one of the great surgical 
classics. 

Lanfranc remained at Paris from 1295 
until his death in 1315. About 1310, with 
the approbation of King Philippe le Bel 
(Philip the Fair), he was able to effect 
changes in the teaching of surgery and 
changes in the requirements which must 
be fulfilled for obtaining the degrees of 
bachelor, licentiate, and master. More- 
over, in the following year (1311), Lan- 
franc and Pitard succeeded in obtaining 
a royal edict which ordained that no one 
could practice surgery until he had passed 
an examination administered by sworn 
masters of surgery selected by Pitard or 
by his successors, in perpetuity. 

But the conflicts continued. There were 
differences between the two orders of bar- 
bers, for one order could only sell oint- 
ments, antidotes, and cure-alls, while the 
other could use scissors and scalpel in 
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Fig. 2.—Lanfranc of Milan, Surgeon in the Uni- 
versity of Paris. 
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Fig. 3.—Maestro Taddeo d’Alderotto, of Florence 
and Bologna. (From the author’s private library.) 


addition to prescribing ointments and the 
like. There were differences between the 
regular surgeons of St.-COéme and the 
itinerant stone-cutters, herniotomists, and 
quacks. There were differences between 
the surgeons and the barbers. And there 
were, last but far from least, grave dif- 
ferences between the Faculty of Paris and 
the men of St.-Céme. These differences 
were not just professional jealousies ; they 
extended into the social and even the re- 
ligious aspects of life. Particularly dif- 
ficult were the situations in which the 
nobles, or the King himself, were in need 
of medical attention. Here the complexi- 
ties were increased by the fact that the 
apothecaries also were involved. In gen- 
eral, it required about nine men to attend 
the King: his physician, his apothecary, 
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his surgeon, and their assistants (Fig. 4). 
Matters of propriety of rank seem to have 
had greater attention and consideration 
than the malady of His Majesty. To im- 
prove themselves in the matter of rank, 
the men of St.-Come decreed, in 1396, that 
no one could be accepted as an apprentice 
unless he could speak good Latin. Mem- 
bers of the Faculty had been giving secret 
instruction to the barbers, but in 1494 
courses given to the barbers were recog- 
nized formally. The Faculty had been 
allocated one cadaver each year for dis- 
section; in 1499 the barbers demanded a 
cadaver for themselves. In 1503 St.-COme 
was offered admission to a dissection pro- 
vided that the surgeons would pay one 
third of the cost of the dissection, or else 
the barbers would be admitted. About the 
same time King Francis I allowed to the 
surgeons all the privileges, rights, liber- 
ties, immunities, and exemptions (tels et 
semblables priviléges, franchises, liberté, 
immunité, et exemptions) allowed to other 
graduates of the University of Paris. But 
the Faculty of Medicine would not receive 
a surgeon unless he had taken a solemn 
oath to abandon surgery forever. If we 
may look ahead for a moment: the war 
between the Faculty and St.-Come was not 
ended until 1660, and it was ended then 
only when the surgeons submitted to the 
Faculty and took an oath of allegiance. 

Into the middle of this scene came Henri 
de Mondeville. He came to be called Maitre 
Henri de Mondeville, Chirurgien de Phil- 
ippe le Bel, Roi de France. 

We know little of him beyond what we 
can gather from his own book, which he 
wrote between 1306 and 1320. We do not 
know when he was born; we do not know 
even where he was born. He had no last 
name; most men of his time had no last 
name. Riesman has written, “He was 
probably born in Normandy, and his last 
name is known variously as Hermonda- 
ville, Amondavilla, Armandavilla, Amoda- 
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ville, Mundavilla, etc.” In ancient times 
ten illustrious cities claimed the honor of 
having been the birthplace of Homer. But 
only two have ever claimed the honor of 
having been the birthplace of Henri: the 
village of Mandeville, about three miles 
from Caén; and little Emondeville, near 
Valognes, in the Départment de La Man- 
che. 


We do not know where he began the 
study of medicine—perhaps in Montpel- 
lier, perhaps in Paris. He became a 
cleric, of course. It has been said that 
he was a misogynist, and there are 
grounds for such an attribution. He had 
to be celibate to study medicine in France, 
and afterward his having tuberculosis 
might have deterred him from taking a 
wife. In any event, having earned his 
degree of Master in Medicine he went to 
Italy. In Italy he became a pupil of the 
great Theodoric of Bologna, who later 
became Bishop of Cervia. As has been 
mentioned, the great rift between medi- 
cine and surgery which existed in France 











Miniature from manuscript of Guy de Chauliac. 





Fig. 4.—Physician, surgeon, and apothecary. 
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was hardly known in Italy. Theodoric 
was physician to Pope Innocent IV, but 
is better known in the history of medicine 
as a surgeon, and perhaps justly so. Far 
ahead of his time, he taught that wounds 
and incisions should be treated expect- 
antly and on the dry principle. Since this 
teaching had a direct bearing upon the 
evolution of early French surgery, a brief 
digression, in explanation of Theodoric’s 
doctrine, which was accepted and put into 
practice by de Mondeville, should not be 
out of order. 

The doctrine of the four humors, origi- 
nated most probably by Alemaeon of Cro- 
tona, was brought to its final form by 
Galen. Health consists in an equilibrium 
of the four humors: blood, mucus, yellow 
bile, and black bile. If one of the humors 
accumulates in excess in the body, the 
equilibrium of the humors is upset and 
disease results. The humor which is in 
excess is known as the peccant humor. To 
cure the disease, then, it is essential to 
remove the excess of the peccant humor 
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and thus restore the equilibrium which 
had been disturbed. 


The simple expedient of blood-letting 
will cure a disease caused by an excess of 
the humor, blood. In the case of a cold in 
the head, treatment should be directed 
toward the promotion of the flow of mucus 
from the nose and air passages. In more 
complicated cases, of course, the treatment 
is more difficult. In surgical cases where 
(in the absence of any conception of 
asepsis) wounds nearly always are con- 
taminated, and in battle wounds and the 
like, the treatment is even more difficult. 
If these cases are to be recovered, the 
surgeon must make every effort to pro- 
mote the flow of the peccant humor and 
thus restore the equilibrium of the humors. 
Suppuration, therefore, was considered to 
be a good sign, and every effort was ex- 
pended by the surgeon to promote profuse 
suppuration. Toward this end many oint- 
ments and wet dressings were used, and, 
where suppuration was difficult to induce, 
dirt and mud were rubbed into the wound. 

Theodoric, possibly on the basis of his 
own observation, broke with the ancient 
tradition that wounds must suppurate, or, 
if we use the language of the modern sur- 
geon, that wounds can heal only by second 
intention. His practice was to cleanse 
the wound, whether accidental or surgical, 
with good wine (alcohol) and apply a dry 
dressing. His percentage of successes was, 
as may be imagined easily, spectacular. 

Henri de Mondeville learned this method 
from Theodoric, and practiced it later in 
France. But Theodoric was not the only 
teacher under whom de Mondeville studied 
in Italy. We learn from his writings that 
he studied also under William of Salicetus, 
Hugh of Lucca, and Lanfranc of Milan. 
Although these are not entirely Italian by 
blood, they all were surgeons in Italy, and 
no one in France—or anywhere else, for 
the matter of that—had done anything in 
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surgery comparable to what these illus- 
trious men in Italy had done. 


We do not know when de Mondeville 
returned to France. But a manuscript 
dated 1301 refers to him (as mentioned 
above) as “Surgeon to Philip the Fair, 
King of France.” It might be well to recall 
that the King had three personal physi- 
cians, three personal surgeons, three per- 
sonal apothecaries, and, no doubt, a ret- 
inue of blood-letters, barbers, clysterers, 
and quacks. 

Upon the death of Philip the Fair 
(1814) de Mondeville continued as one of 
the personal surgeons of Louis X (le 
Hutin—the Quarreler), who died, after a 
short and unimportant reign of something 
less than two years, in June, 1316. De 
Mondeville, nevertheless, accompanied the 
King’s armies on a few military cam- 
paigns, during which campaigns he ac- 
quired rich experience in practical sur- 
gery. It must be remembered, of course, 
that in these sturdy times there was no 
such thing as frontal lobectomy, nor extir- 
pation of the head of the pancreas, nor 
sympathectomy. Surgery was limited al- 
most completely to the treatment of 
vounds, fractures, and dislocations; to 
amputations; to the treatment of super- 
ficial abscesses, hernias, fistulas, hemor- 
rhoids; and to such other conditions as 
were emergency, superficial, or hopeless, 
or which could be treated with some hope 
of success without anaesthesia and with- 
out asepsis, or even antisepsis. 

Nevertheless, during the campaigns on 
which de Mondeville accompanied the 
King, or the Count of Valois, the surgeon 
had many opportunities to apply the meth- 
ods of treatment which he had learned in 
Italy from Theodoric and the rest, and 
especially to practice the expectant treat- 
ment of wounds to promote healing by first 
intention, with the ligature of bleeding 
vessels. The Greeks, the Alexandrians, 
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and the Romans had not hesitated to use 
the knife, usually with the highest skill 
and success. But the Arabs, perhaps be- 
cause of religious considerations, had pre- 
ferred the cautery. It remained for 
Theodoric, Hugh of Lucca, Lanfranc, and 
their contemporaries to reintroduce real 
surgery to replace the easy cautery. Again, 
the Arabian surgeons had been used to 
stem hemorrhage by the use of cautery. 
De Mondeville many times has been cred- 
. ited with the introduction of the use of 
the ligature for the control of hemorrhage. 
It is indisputable, however, that the use 
of the ligature goes back to ancient Rome, 
and beyond Rome to Alexandria, and be- 
yond Alexandria to Greece, and even be- 
yond Greece into the shadowy times of the 
beginning of medicine. And de Monde- 
ville, following the method of Thecdoric, 
reinstituted the methods of Theodoric in 
the treatment of wounds and restored the 
use of the ligature in the treatment of 
hemorrhage. 

Probably as a result of his practice of 
this kind of surgery de Mondeville’s fame 
as a successful surgeon spread so rapidly 
that in 1304 we know that he was teach- 
ing medicine and surgery and anatomy 
on the Faculty of Montpellier. In 1306 
his standing as a surgeon was recognized 
by the Faculty of Paris, but it was not 
until 1312 that the Faculty of Paris ac- 
credited him as a teacher. 

He began to write his book probably in 
1306 (Fig. 5). It was unfinished in 1320, 
the year in which he died. He had tuber- 
culosis of the lungs, and knew it, and 
himself prayed for time enough to be 
granted him for the completion of his 
work. The time was not granted him. He 
wrote, 

I fear that death will prevent me 
from finishing my writings. For there 
is nothing more certain than death, 
and nothing more uncertain than the 
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Fig. 5.—Manuscript of Henri de Mondeville, on 


parchment, from the Fourteenth Century. (Ber- 
lin: Latin Manuscript 219.) 
hour when death will come. And I 


am unmarried; I receive no stipend; 

I am attached to no one, nor am I in 

the service of anyone; and I receive 

no reimbursement from anyone fcr 
my expenses; but I shall not shirk 
the task to which I set myself. 

Haunted by the fear of death, and 

by the fear that if I die this Surgery 

will remain incomplete (God forbid!), 

I now undertake to finish what I have 

begun, with Christ’s help. 

His work is written in five books. The 
third part of Book III, and all of Book IV 
(on Fractures and Luxations), are incom- 
plete or lacking. His tuberculosis took 
his life before he could finish his work— 
despite his prayer. 

There is a portrait of him extant. It is 
possibly a genuine representation; it is 
found in a manuscript dated 1314. De 
Mondeville is represented (by a contem- 
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Fig. 6.—Henri de Mondevilie. 
Manuscript 2030, date 1314, from the National 
Library, Paris. 


porary) in a violet robe, black knicker- 
boekers, and red stockings (Fig. 6). He 
is tall and lean, with a sparse beard of 
grey; his hair was grey also, In this rep- 
resentation he is perhaps about age 50. 

Beyond medicine and surgery, he was 
deeply versed in letters and philosophy. 
He was unafraid to attack anyone: priests, 
nobles, and even the King, alike felt the 
sting of his invectives; and de Mondeville 
showed in many passages how ignorant 
these men were. 

Althecugh he had a large and, in many 
cases, a wealthy clientele, he himself never 
became wealthy. He was learned enough 
to be without superstition, but he coun- 
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selled his pupils to take full account of 
the superstitious beliefs of the common 
people and to make use of horologies, the 
theory of critical days, zodiacal mysteries, 
and the like. 

He has been called a misogynist, but, as 
has been mentioned, this charge possibly 
has been based upon misconceptions of 
his clerical standing and the fact that he 
knew he was suffering from a fatal dis- 
ease. 

He was, after all, a Galenist, and 
adopted the humoral theory. But he was 
not completely a Galenist, as is proved by 
the facts that although he maintained the 
principle of the vis medicatrix naturae— 
the healing power of Nature left alone, he 
also held that Nature’s first intention was 
to heal simply, and that suppuration was 
unnecessary to healing. 

-That he was well aware of the effect of 
opinion and gossip is shown by the fact 
that he cautioned his pupils never to 
undertake a surgical risk, even though a 
surgical procedure be absolutely demanded 
by the condition of the patient, if the pa- 
tient’s family and friends held out against 
it. “The opinion of people carries more 
weight by itself alone, and plays a larger 
part, than all else.” 

Although de Mondeville was beyond 
question the leading surgeon of his time 
in France—in point of fact, not merely 
in point of popular reputation—he was 
still a child of his age. He commented at 
length upon older and ancient texts; he 
used the logical procedures of dichotomy 
and syllogism; he quoted from the poets; 
frequently he went into long and devious 
descriptions and recapitulations which 
distract and abate the interest of the 
reader. These were the fashions of his 
epoch. He rested much upon authority: 
he quoted from Galen 431 passages; from 
Avicenna, 307; from Theodoric, 113; from 
Hippocrates, 68; from Aristotle, 47; from 
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Serapion, Rhazes, and Haly ben Rod- 
houan, each 38; and so on to single refer- 
ences to such men as Boethius, Horace, 
Lucan, Philaretus, Ptolemy, Seneca, Vege- 
tius, and the like.’ Whatever may be the 
surgical worth of these more than 1300 
quotations and references, they show at 
least that de Mondeville was a man of 
admirable erudition in addition to being 
a surgeon of the highest skill. And, after 
all, his number of references are, if any- 
' thing, percentagewise lesser than those 
one encounters in attempting to read most 
contemporary medical or surgical articles 
in most contemporary journals. And 
again, in his preface to his book de Monde- 
ville had the grace to write [I abbreviate], 
“TI, Henri de Mondeville, have set myself 
to this work for the honor, praise, and 
glory of our Lord Jesus Christ, and of the 
Blessed Virgin His Mother, and of the 
sainted martyrs Cosmas and Damian,”— 
there follows the name of the King and the 
future Kings of France and Navarre. 

De Mondeville’s book proper is preceded 
by a brief description of Arabic numera- 
tion. The surgeon doubtless thought this 
was a necessary preamble, since the Ro- 
man system of numeration, ponderous as 
it was, was still in general use. 

The book is composed of five “treatises.” 
The first treatise, on anatomy, is taken 
principally from Galen and Avicenna, and 
was originally illustrated with 12 (or 13?) 
miniature figures which constituted a 
potent criticism, later, of de Mondeville 
by Guy de Chauliac. The second treatise, 
which comprises about a half of de Monde- 
ville’s whole work, is concerned with 
wounds and ulcers; however, it possesses 
also great historical and ethical interest 
in that it deals with the relations between 
surgeons, the relations between physicians 
and surgeons, and the relations between 


1. Pagel has counted and catalogued all of the references 
in de Mondeville’s work. 
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The third 
treatise is concerned largely with “sophis- 
tication,” that is, with aids to beauty and 
with the treatment of skin diseases. How- 
ever, it deals also with incisions, cauteries, 


surgeons and their patients. 


phlebotomy, cupping, and amputation. 
The learned author then proceeds to a 
description of the methods of preparing 
cadavers for dissection, and also for pres- 
ervation—the art of embalming. There 
follows a large section on the treatment of 
burns, warts, sunburn, and various other 
afflictions to which the flesh is heir, and 
an enlightening discussion of the theory of 
the humors as it was known to one of the 
most intelligent writers on the subject at 
the beginning of the fourteenth century. 
This is followed by a long section on ulcers 
and cancer. 

De Mondeville’s book proceeds from the 
third treatise to the fifth immediately ; the 
fourth is lacking. In his introduction de 
Mondeville says that the fourth treatise 
will be concerned with fractures, disloca- 
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Fig. 7—Surgeon with razor, making incision. 
From Manuscript 2030, National Library, Paris. 








tions, torsions, and foldings of the bones. 
From the pen of so painstaking a writer 
and so excellent a surgeon, this treatise 
would have added, beyond any doubt, an 
enlightening chapter to the history of 
orthopaedic surgery. 

The fifth treatise is commonly known 
as the Antidotarium of de Mondeville. 
Here the surgeon condescends to admit 
that surgery has its limitations, and that 
many conditions apparently surgical are 
better treated medically. “An antidota- 
rium,” writes de Mondeville, “tis even more 
needful in Surgery than it is in Medi- 
cine.” If we begin to wonder why, let us 
remember that the surgeon considered it 
within his province to treat sunburn and 
to provide depilatories for women. At 
the end of the treatise de Mondeville has 
appended a list of synonyms to the names 
of many of the drugs which he has recom- 
mended. 

In the Antidotarium occurs the famous 
passage, Jt were an absurdity, almost a 
heresy, to think that God, glorious and 
sublime, had given to Galen a genius so 
god-like that no mortal after him could 
discover anything new. This statement 
has been used by historians to prove, sup- 
posedly, that de Mondeville was an in- 
dependent spirit who was breaking 
through the musty barriers of tradition. 
There is no question of the originality and 
greatness of spirit of this illustrious 
French surgeon, even though these ought 
rather to be attributed to Theodoric and 
others of his teachers. But there also is 
no question of his awareness of the neces- 
sary continuation of the art of medicine 
as it was propounded by Galen: he has 
quoted Galen more than a hundred times 
oftener than he has quoted Avicenna, and 
of the fifty-nine authorities whom de 
Mondeville has quoted, or to whom he has 
referred, he has referred to Galen twelve 
times as against every one time he has 
referred to one of all of the rest. 
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One of the oldest, if not the very oldest, 

of the MSS of de Mondeville is MS 2030 
of the National Library of Paris. It con- 
tains twelve miniatures, although Pagel 
had thought that nineteen were called for. 
In any event, Weindler has reproduced 
these miniatures, a number of which I am 
able to reproduce here. De Mondeville 
commenced the first section of his First 
Treatise, Introduction a la Doctrine de 
l’Anatomie, with (presumably) the figure 
shown here (Fig. 7), or one from which 
this one was copied, above the legend, 
This is the figure of a surgeon, standing, 
holding in his hand a razor, with which 
he makes, in the various parts of a man 
standing nude before him, various inet- 
sions, according to the differences of the 
man’s parts, and according to the doctrine 
given on anatomy, which follows. 
_ Assuredly not much instruction can be 
had from the miniature. But: de Monde- 
ville continues with a description of what 
is meant by the term, “anatomy,” and 
with a brief discussion, based largely upon 
Galen and Avicenna, of the necessity to 
the surgeon of a knowledge of anatomy. 
The section ends with a description of two 
plates, lacking in the original manuscripts, 
and which I have supplied here from MS. 
2030 (Fig. 8A), with the legend, This is the 
figure of a man, upon which are drawn, 
viewed from the front, the bones, car- 
tilages, ligaments, and joints. The princi- 
pal simple nerves, the tendons, and all of 
the muscles are shown in the individual 
parts, like the legs and the arms. 

The second figure is that of a man seen 
from the back, in which are shown the 
bones, the cartilages, and all of the parts 
mentioned hereafter, together with all of 
the nerves which originate from the spinal 
cord (Fig. 8B). 

There follows a discussion, based largely 
upon Avicenna, of the anatomy and phy- 
siology of the bones, cartilages, ligaments, 
and nerves. De Mondeville distinguished 
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Fig. 8.—A, figure described as showing the front of the bones, cartilages, ligaments, joints, “simple” 
nerves, tendons, and all of the muscles. B, “A man seen from the back, in which are shown the bones, 
the cartilages, and all of the parts mentioned hereafter, together with all of the nerves which origi- 
nate from the spinal cord.” C, “A man in whom, by opening the belly and the chest, one sees the veins 
and the large arteries which originate from the liver and the heart and go to the distant parts of 
the body, even to the nails and the hair.” It seems certain that these wretched miniatures, ana- 
tomically and surgically worthless, are only copies (perhaps of copies) of de Mondeville’s original 
drawings. D, the écorché. (All four parts of Figure 8 are from Manuscript 2030, National Library, 
Paris.) 
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between the cranial nerves (of which he 
recognized seven pairs), and the spinal 
nerves, of which he recognized thirty 
pairs, plus the nervus impar. He distin- 
guished also between motor and sensory 
nerves, and stated that most of the nerves 
are mixed. 

The section on arteries and veins is pre- 
ceded by a figure (Fig. 8C) which shows 
A man in whom, by opening the belly and 
the chest, one sees the veins and the large 
arteries which originate from the liver 
and the heart and go to the distant parts 
of the body, even to the nails and the hair. 
De Mondeville’s Galenism is manifest in 
his three reasons for the existence of the 
arteries: the first, because by their dilata- 
tion they attract air which cools the heart; 
the second, because by their constriction 
they expel the dregs (fumositatem) of the 
body; and the third, because through them 
the blood, the vital heat, and the prneuma 
are distributed to all parts of the body. 
The veins arise from the liver, and their 
function is to transmit nourishment to the 
entire body. 

The next section is preceded by a figure 
(Fig. 8D), of a flayed man carrying his 
skin upon a stick over his shoulders: one 
sees the scalp covered with hair, the skin 
of the hands and the feet, the fascia cover- 
ing the body, the white glandular fascia 
covering the mammary glands and the 
emunctories, and, by means of an incision 
in the belly, the fat, the panniculus adipo- 
sus, and the fatty pads of the belly. There 
follows a Galenic disquisition upon the 
nature of fat and the reasons for its exist- 
ence. 

The following section is preceded by a 
figure of a man (Fig. 9A) opened by a 
sagittal section from the front, from the 
top of the head to the anus, wherein one 
will see the head and the brain cut through 
the middle, the dura matter of the skull, 
the optic nerves passing from the brain 
to the eyes, the membranes of the chest 
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and the belly, with the diaphragm, the 
suspensories of the testes which are called 
didymides, and the manner in which they 
arise from the peritoneum. The anatomy, 
of course, is Galen’s. 

Section 5 continues Galen’s anatomy, 
and is preceded by The figure of a man, 
in which, by means of a section of the back 
and the head, there appear the marrow of 
the head [the brain|, the marrow of the 
spine [spinal cord], and the marrows of 
all of the bones which have marrow (Fig. 
9B). De Mondeville, like his predecessors, 
knew nothing of the function of bone- 
marrow: he gave three reasons for its 
existence: first, it moistens and strength- 
ens the bones a little, so that they do not 
break too easily; second, it changes the 
nature of the blood so that the latter shall 
be suited to the nutrition of the bones; 
and third, it prevents the bones from be- 
coming too dry. 

The next chapter is concerned with the 
anatomy of the head. De Mondeville rec- 
ognized six bones in the head: the coro- 
nal (frontal) ; two “warty bones” (parie- 
tal) ; the occipital; the basilar; and the 
petrous (the two temporal bones con- 
sidered as one bone, being continuous in 
the midline). A figure showed the articu- 
lations of the six bones of the skull. De 
Mondeville took exception to “the Philos- 
opher (Aristotle),” who taught that in 
women the entire top of the skull is 
formed of a single bone with a single 
articulation about the circumference of 
the head, while in men it is formed of 
three bones (the frontal and the two 
parietal bones): “It must be noted,” he 
writes, “that in pure truth there is abso- 
lutely no difference between the male and 
the female skulls, as one can see for him- 
self in the Atrium of St. Innocent, in 
Paris, where there are a hundred thousand 
skulls.” 

The third chapter is preceded by a fig- 
ure of a man divided sagittally from the 
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Fig. 9.—A, again it seems evident that the miniatures are copies of copies, made by copyists who 
were not aware of what they were doing. The optic chiasm is as worthless as are the didymides. B, 
membranes of the brain and spinal cord. C, “The figure of a man divided sagittally from the front, 
from the middle of the forehead to the anus, through the middle of the nose, the mouth, and the 
tongue.” D, “The figure of the eye (?).” (All four parts of Figure 9 are from Manuscript 2030, Na- 
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Paris.) 











front (Fig. 9C), from the middle of the 
forehead to the anus, through the middle 
of the nose, the mouth, and the tongue. 
Inwardly, the Adam’s Apple, the trachea, 
the heart, the lung, the stomach, the 
diaphragm, the omentum, the liver, the 
spleen, and the intestine are shown intact, 
with their arrangement in the living, as 
far as it is possible to show it, In spite 
of the extent of the figure, the chapter 
deals only with the anatomy of the face. 
A single figure professes to show “the 
figure of the eye’; I have been unable to 
find such a figure in any of the old books 
available to me, unless the one subjoined 
suffices (Fig. 9D). The following pages 
in de Mondeville’s work explain the anat- 
omy of the forehead, nose, ear, mouth, 
and teeth. There follow brief chapters on 
the anatomy of the neck, the shoulder, and 
the arm. I append one figure (Fig. 10) 
which shows the veins of the arm; it is, 
presumably, a copy of a figure in the 
Anatomy of Mundinus made by Beren- 
garius of Carpi just before 1521, and can 
be attributed to de Mondeville only dubi- 
ously. 

Chapter VII of de Mondeville’s First 
Treatise is preceded by: A figure of a man 
sagittally sectioned from the back, from 
the vertex to the coccyx, through the mid- 
dle of the spine. By this section the pos- 
terior aspects of all of the internal organs 
will appear (Fig. 11). De Mondeville con- 
tinued abruptly with a discussion of the 
anatomy of the chest, ribs, lungs, heart, 
and diaphragm, which modern anatomists, 
of course, routinely approach from the 
ventral side. In chapter VII de Monde- 
ville gave an accurate description of the 
five-lobed (hog’s) liver, taken from Galen 
or from one or more of Galen’s successors. 
He described the two ducts of the spleen! 
And there is nothing but Galenism in the 
chapters which follow and which concern 
the urinary and reproductive systems, the 
anatomy of the hips and legs, and a brief 
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summary. MS 2030, of the National Li- 
brary, Paris, gives miniature illustrations 
for these subjects, but none is called for 
in the text. 

Thus the “First Treatise” is largely a 
system of the anatomy of Galen. 

The “Second Treatise” concerns itself 
with the treatment of wounds, contusions, 
and ulcers. It is in the Introduction to 
this Second Treatise that the famous pas- 
sage occurs, “It is evident that a surgeon 
is inadequate if he does not know the art 
and the science of medicine, and anatomy 
especially.” And this is followed by a pas- 
sage perhaps even more famous: “The 
surgeon ought, furthermore, to be some- 
what audacious, ought not to discuss 
things in the presence of laymen, ought 
to operate with prudence and wisdom, and 
ought not to undertake a dangerous opera- 
tion without having foreseen all that 
might be necessary to avoid all dangers. 
He should be well formed, especially in 
his hands, having long, thin, agile, and 
untrembling fingers, and strong in all his 
body so that he can perform in a manly 
manner all of the good intentions of his 
soul. Let him be complaisant; let him 
devote himself completely to the sick so 
that he forgets nothing essential. He 
should promise cure to all of his patients; 
but he should not conceal the nature of 
the case, nor its dangers, if they exist, 
from relatives and friends. As far as 
possible he should refuse to undertake 
difficult cures. He should never undertake 
desperate cases. He should give his ad- 
vice to the poor as an act of charity. If 
he can, he should make the wealthy pay 
him well. He should never eulogize him- 
self, never blame others, and never hate 
another surgeon. He should work as hard 
as he can to achieve renown. He should 
comfort the patient with encouraging 
words and condescend to fulfill the pa- 
tient’s just demands provided they do not 
impair the treatment of the case.” This 
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Second Treatise is preceded by a pro- 
tracted discussion of twenty-six “General 
Considerations.” This long passage is of 
highest importance in the history of the 
medicine and surgery of old France; un- 
fortunately, it is too copious to review in 
detail in this monograph, and an outline 
of its contents must suffice. 

The first “Consideration” clarifies the 
distinctions between the true physician 
and the true surgeon on the one hand, 
and on the other the barbers, users of 
sortilege, flatterers, swindlers, liars, al- 
chemists, courtesans, procuresses, mid- 
wives, witches, converted Jews, and Sara- 
cens. This list of “healers” gives one a 
spacious glimpse of the state of medicine 
and surgery in France in the days of de 
Mondeville, who continues with a picture 
of how medical and surgical imposters 
strive to cheat not only the patient, but 
each other also. De Mondeville goes into 
a description of the methods which the 
surgeon must use to combat the popular 
superstitions of the day. He distinguishes 
between cleric and laic surgeons, and 
maintains that the surgeon must exercise 
his own judgment even if he must occa- 
sionally differ from the rubrics of Galen 
and of Galen’s successors. 

De Mondeville, unfortunately—and yet 
in this he differs not at all from modern 
men of medicine—taught that surgery is 
not an art, but a science. A small digres- 
sion may not be entirely out of order: a 
science, whether descriptive like geog- 
raphy and anatomy or precise like chemis- 
try and astronomy, leaves no room for the 
use of human faculties (if one may call 
them faculties) like judgment, discrimi- 
nation, and the like. But the surgeon, like 


the physician, must judge the results of 
his examinations, and must discriminate: 
shall I administer this drug, and if so how 
much and how often; shall I perform this 
surgical procedure or that one, and if so, 
when? In none of its branches is medicine 
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a science; in all of them it is an art. It 
is true that there are medical sciences, like 
anatomy, biochemistry, pathology, and the 
rest; but medicine (including surgery) 
must remain an art as long as human 
judgment plays its supreme part in diag- 
nosis and treatment. And Hippocrates 
knew this. The practice of medicine, in- 
cluding surgery, is based as far as pos- 
sible upon the medical sciences, but the 
practice itself is an art. And, indeed, at 
the end of the Sixth Consideration de 
Mondeville was brought to confess that 
surgery is both a science and an art: a 
science in its anatomic principles: an art 
in its exercise. 

Interesting, in their original order, are 
the five considerations which the surgeon 
must think upon when he is summoned to 
treat a patient: first of all, his fee; second, 
to give no occasion for detrimental gossip; 
third, to operate prudently; fourth,. to 
know the nature of the disease; and fifth, 
to estimate the vitality of the patient— 
whether he can recover naturally, or 
whether, and to what extent, he can en- 
dure the sufferings which surgery and the 
shock of surgery must impose upon him. 

These five considerations, of course, do 
not reflect upon the character of the art 
of surgery, nor upon the character of sur- 
geons, at any time in the history of medi- 
cine. They do afford, however, instruc- 
tive light upon the condition of surgery 
and upon the situation of surgeons in 
France in the time of Henri de Monde- 
ville. It is quite evident that surgery, in 
France, was not looked upon as one of the 
highest professions to which a man might 
devote himself, and that, in the public eye, 
surgeons were difficult to distinguish from 
stone-cutters, herniotomists, barbers, 
water-casters, and worse. It is evident 
also that de Mondeville was attempting to 
place surgery upon its proper level, and 
that he found his greatest obstruction not 
in the Faculty of Medicine but in the popu- 








lar opinion of his times. If this were not 
so, surely he would not have placed the 
payment of the surgeon’s fee at the top 
of his list, and warned the surgeon that 
the rich will usually call upon him garbed 
in rags so that they should appear to be 
destitute. If the surgeon does not col- 
lect his whole fee promptly, de Monde- 
ville warns of four dire results: first, the 
unpaid part of his fee will be lost to him, 
and if his patient should need a surgeon 
afterward he will call in another; second, 
he will lose the acquaintance and the 
friendship of his patient; third, the pa- 
tient will do all in his power to prevent 
others from going to his surgeon; and 
fourth, if a cure is not effected, the sur- 
geon will be charged with the blame. 

No commentary upon this passage 
seems to be needed. 

De Mondeville expounded at length upon 
the superiority of surgery over the other 
two methods of treatment, diet and medi- 
cine. This superiority is shown in three 
ways. First, surgery cures the more dif- 
ficult diseases, where medicine is useless: 
second, surgery cures diseases which no 
other regime can cure at all—indeed, med- 
icine cannot be said to cure any disease, 
since it probably was nature that did the 
curing; and third, the results of surgery 
are visible and manifest, while those of 
the physician are concealed—a very for- 
tunate thing, he added, sardonically, for 
the physician. In an earlier passage de 
Mondeville had said that the mistakes of 
the surgeon are apparent to everyone, but 
the mistakes of the physician lie in the 
graveyards. 

The strife between the Faculty and St.- 
Come, of the thirteenth century, is still 
alive. It is interesting, perhaps, to note, 
however, that de Mondeville left his third 
treatise incomplete, and skipped the 
fourth entirely (because he was aware of 
his impending death), in order to com- 
plete the fifth, the Antidotarium, a 
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lengthy disquisition upon the use of drugs 
in the treatment of “surgical” diseases! 
And in the same passages reviewed above, 
he said, again, “It is impossible to be a 
good surgeon if one does not know the 
principles, and the most important gen- 
eralities, of medicine.” 

But, true to his colors, he held that sur- 
gery is more certain and “more prefer- 
able,” nobler, surer, more perfect, more 
necessary, and more lucrative, than any 
other branch of medicine. It is more certain 
because the surgeon’s instruments permit 
of greater precision. It is preferable be- 
cause, according to Aristotle and Haly 
Abbas, it is more useful independently of 
medicine than medicine is useful inde- 
pendently of surgery. It is nobler be- 
cause it can cure diseases which medicine 
cannot cure; and because it operates upon 


nobler parts of the body—for example, 


men and women attach much greater im- 
portance to a freckle on the face than 
they attach to a mass of constipated faeces 
in the bowel; surgery is nobler because it 
is practiced by nobler personages, such as 
kings, princes, and prelates, who would 
not be concerned about the pulse, the 
faeces, and the urine; it is nobler because 
God Himself was a surgeon when he made 
Adam out of the dust of the earth and 
Eve from Adam’s rib; and because Christ 
made an emplastrum (surgical!) out of 
dust and spittle to cure a man’s blindness! 
It is more perfect because, according to 
Avicenna and Haly Abbas, its end is better 
and higher. It is more sure because it 
does not use violent poisons and because, 
if the surgeon makes a mistake, the mis- 
take is more easily corrected. It is more 
necessary because, according to Galen, it 
brings relief where medicine is helpless, 
the common people have more faith in it, 
and it is said generally that the man who 
puts himself into the hands of a physician 
is a dead man; moreover, it helps those 
who are born without an anus, a vulva, or 
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a urethra, to whom medicine can offer no 
help at all. And surgery is more lucrative 
because a surgeon can always demand 
higher fees than a physician can, even if 
the surgeon has very little knowledge or 
none at all! 

There follows a long disquisition upon 
the three sets of principles of Galen, Avi- 
cenna, and Johannitius, the naturals, the 
unnaturals, and the contranaturals, which 
it seems superfluous and tedious to discuss 
here. The surgeon’s consideration of these 
results in a long list of “Contingencies” 
which (if he can remember them) will alter 
in several of a hundred ways his proce- 
dure in any particular case. 

This is but one of many extended pas- 
sages which make de Mondeville difficult to 
read and frequently dull. And he must 
have known it, for he wrote, ““My purpose 
is to write solely for the instruction of the 
ignorant, and of poor scholars, to teach 
them as far as I may. For them it is 
necessary to use many words, examples, 
demonstrations, and other means of in- 
struction ... it is necessary to repeat 
things three and four times before they 
can grasp them.” And in fact de Monde- 
ville’s book runs to nearly nine hundred 
quarto pages of small print! 

We encounter a most complete and 
pleasing picture of a consultation of early 
French medical men. If several physicians 
and several surgeons have been called, and 
if there is no envy or animosity among 
them, each examines the patient individu- 
ally, and then all examine him together. 
During this latter process they point out 
to each other the symptoms, signs, and 
the like, which the disease and the patient 
manifest. Then the most famous of the 
attendants addresses the patient: “My 
lord, what you are suffering from is very 
clear to us. You ought to have complete 
confidence in us, and be happy, for we are 
all such as would suffice to treat a king, 
and the youngest of us could prescribe 
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correct treatment for you, continue it, and 
bring it to its salutary completion.” Then 
he would inquire into the history of the 
malady: “My lord, be not displeased, nor 
hold my questions against me—when were 
you taken sick?” And he would ask other 
questions on the history and development 
of the disease. The questioning being over, 
the whole troupe of physicians and sur- 
geons retires to another and a private 
room, for “In every consultation the mas- 
ters enter into disputes in order to come 
to the truth, and sometimes they come to 
using such words as would make outsiders 
believe that they are in discord or have 
really come to blows—and sometimes this 
actually happens.” Finally the eldest, or 
the most eminent, or the most illustrious 
(for example the King’s physician or the 
Pope’s physician), announces that each 
will have a turn at expressing his opinion, 
beginning with the youngest and least 
known; for if the best known and most 
illustrious were to speak first, all those 
beneath him in point of reputation or 
experience would naturally say nothing at 
all, and so the consultation would come to 
nothing. The most eminent of those pres- 
ent in the consultation then asks, in order, 
beginning with the youngest or least 
known: What is the present sickness ?— 
What shall we name it, according to the 
experience of the experts ?—What authors 
have written about it?—In what part of 
their works have they described it?—Is 
the disease curable, and, if it is, by what 
means? Strange procedure in modern 
view! 

De Mondeville went into detail, and his 
details are enlightening. This, he wrote, 
is an easy example: the example of an 
abscess of the shoulder or of the buttock, 
One must determine first of what matter 
or humor it is formed—for example, blood. 
One must determine next the date of onset 
and of exacerbation; and then ask one’s 
self whether an evacuation is called for, 


and, if it is, what kind of evacuation is 
needed—for example, a bleeding. If a 
bleeding seems to be called for, where and 
in what part of the body should it be per- 
formed, and from what vein, and at what 
time, and in what place?—for one bleeds 
patients differently at different seasons, 
according to the physique of the patient, 
and even according to the phases of the 
moon and the positions of the celestial 
bodies, and according to an infinity of 
things. One bleeds the patient also accord- 
ing to the phase of the disease: its incipi- 
ence, its incrudescence, its fastigium, or 
its decline. One must consider the pa- 
tient’s normal manner of living, the quan- 
tity of bleeding to which he has been ac- 
customed in the past, the season of the 
year (for some patients are accustomed to 
be bled in Spring, others in Autumn), and 
many others things, such as the preference 
of morning, noon, or evening, fasting or 
after a meal and other things. 

The practice of surgery in de Monde- 
ville’s time was no simple matter of ‘“‘sepa- 
rating the patient from his disease and 
putting the disease in a bottle.” 

And yet, despite his Galenical theoriz- 
ing, he practiced good surgery. In treat- 
ing a suppurating wound, fistula, or an 
abscess, he recommended: As soon as 
the peccant humor, or the first quantity 
of pus, has come out, the pus begins of 
itself to abate very noticeably because of 
Nature’s tendency to heal or because of 
the timely exhibition of a medicine. Now 
the surgeon ought to discontinue, com- 
pletely or in part as seems wise to him, 
the drains which keep the wound open, not 
suddenly, but one by one, and he should 
continue to dry up the wound, as Nature 
does, until the healing is complete. For, 
as Galen says, it is always Nature which 
heals, and the physician is only the helper 
of Nature. 

Indeed, Nature is like the _ violinist 
whose music conducts and governs the 
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dancers; we, physicians and surgeons 
alike, are the dancers, and when Nature 
plays the violin we must dance in time. 
And indeed, Nature, when she dries up 
a wound after a sufficient quantity of 
pus has been expelled, works for the best, 
for wounds, ulcers, and the like, never heal 
unless they dry up, as Galen knew. There- 
fore, when one uses the dry treatment, the 
more rapidly it is practiced, the better, 
for it ts useless to employ several methods 
over a long period of time to do what can 
be done equally well by a simple and rapid 
method. The more promptly ulcers and 
similar conditions are dried up, the less 
will there be gangrene and loss of sub- 
stance in the injured part and the more 
will a good scar result, even though all 
the surgeons of antiquity and most of 
those of modern times are of the contrary 


_opinion. It is unnecessary to remark upon 


the excellent instruction given here by 
this great French surgeon. 

Yet this strange misogynist could not 
forget that the primary obligation of the 
surgeon was to himself. His book contains 
many long pages whose purpose it is to 
teach the surgeon to charge the highest 
possible fees and to insist upon payment, 
in advance if necessary. And at last he 
wrote, “You surgeons, then, if you have 
operated conscientiously upon the rich for 
a fitting fee, and upon the poor for the 
sake of charity, you need not fear fire nor 
rain nor wind, you need not practice re- 
ligion nor make pilgrimage nor do other 
holy works, because by your science you 
can save your souls, live without poverty, 
and die in your own homes; you can live 
in peace and joy and exult because your 
reward in Heaven is great!” 

It is, of course, as unseemly for a sur- 
geon to enter the field of theology as it is 
for a theologian to appraise knowledge of 
surgery. 

De Mondeville put very succinctly the 
advantages of his conservative and “dry” 
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treatment of wounds. He made eleven 
points: 1) do not sound wounds; 2) do not 
insert drains; 3) by this method the 
wounds do not suppurate; 4) they do not 
become painful; 5) no danger supervenes; 
6) the treatment is not painful; 7) it is 
not laborious, but easy and short; 8) it 
prescribes wine and meat; 9) it does not 
remove bones or pieces of skull from 
wounds of the head; 10) it results in good 
scars; and 11) it does not paralyze mem- 
bers by destroying nerves. Of course, 
some of these considerations are of little 
importance; on the other hand, some of 
them are momentous, and upon them rests 
much of de Mondeville’s inextinguishable 
reputation as one of the great surgeons of 
all time. Perhaps of especial interest to 
some is the statement that his treatment 
prescribes wine and meat. 

The Second Treatise proper is concerned 
with the treatment of wounds. It gives 
the surgeon directions under eight heads: 
first, the extraction of foreign bodies; sec- 
ond, the control of hemorrhage; third, 
medicines to be applied to wounds; fourth, 
bandages and sutures; fifth, evacuations 
and potions to be administered ; sixth, diet 
and regime in the treatment of wounds; 
seventh, cold abscesses and delayed heal- 
ing; and eighth, the manner of obtaining 
good healing. De Mondeville knew very 
well that a severed nerve retracts toward 
the spinal cord; he gave most minute de- 
scriptions of the manners of treating in- 
juries to the nerves. 

In the third chapter of this second 
treatise de Mondeville has written a fa- 
mous passage: “In this entire book it 
is presupposed that every simple wound 
can be cured without the production of a 
quantity of pus, provided that it is treated 
according to the principles of Theodoric 
and according to our own principles.” This 
presupposition he proves by syllogisms; 
this, of course, was the fault not of the 
man, but of his heritage and of his time. 
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It is equally true that contemporary scien- 
tific writing has its traditional forms, like 
the useless references to the “pot-boiling”’ 
articles which frustrate the student of 
contemporary scientific literature. Indeed, 
the present writer knows of one case at 
least in which the experiments were imag- 
inary, the animals non-existent, the statis- 
tics and graphs fictitious, and the conclu- 
sions fatuous; yet the paper was presented 
at a convention of a nationally known 
learned society and its contents were used 
as authoritative for other papers! De 
Mondeville, being fashionable, proved his 
points by syllogisms and by appealing to 
Avicenna and others, instead of basing 
their proofs ypon the experience of Theo- 
doric and himself, in the hot crucible of 
the battlefield. 

The remainder of the long Second 
Treatise is concerned, in almost infinite 
detail, with the proper treatment of condi- 
tions from hornet-stings to cancer. It is 
impossible, within the limits of this mono- 
graph, to describe these manifold treat- 
ments; the reader who is interested and 
who can read French will find copies of 
Nicaise’s version and exegesis in any good 
library. It should be mentioned, never- 
theless, that de Mondeville, like any really 
expert surgeon today, is greatly concerned 
about the medical after-treatment of oper- 
ative cases. He especially favors the use 
of rose-water. The detail is extreme: he 
offers twenty-one “points” to be observed 
in the treatment of the bites and stings of 
insects, and of the ulcers which might 
arise from these. There are many refer- 
ences to Rhazes, Avicenna, and the rest. 

The third, and very lengthy, treatise, 
consists of three “Doctrines.” The first 
“Doctrine,” in twenty-four chapters, is 
concerned with incisions, cauteries, bleed- 
ings, leechings, cuppings, amputations, 
and the like. It proceeds to an extremely 
interesting section on the embalmment of 
the dead, with directions for the embalm- 
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Fig. 10.—Veins of the arm. It is barely possible 

that this is from an original by de Mondeville; 

more probably it is a copy made from the Ana- 

thomia of Mundinus by Berengarius of Carpi or 
another. 


ing of persons of different degrees, rang- 
ing from nameless peasants to popes, and 
this section merits its own special treat- 
ment because of the insight it gives into 
the conditions of society and into the 
status of the different branches of the 
medical profession in the days of de 
Mondeville. 

Following a prolix discussion of the 
treatment of those suffering from “ven- 
tosity” (gas gangrene?), and of the pres- 
ervation of the bodies of those who had 
been killed in battle or killed by blows 
resulting in contusions; or hanged, quar- 
tered, drowned, et autres, and of those 
who had suffered from ‘non-rheumatic”’ 
pains of the various parts of the body, the 
surgeon goes into the discussion of the 
“sophistication” of the bodies of men and 
women. This includes the treatment of 
sunburn, vitiligo, flea-bites, itching, lean- 
ness, adiposity, burns, warts, tumors, and 
a host of other afflictions which are mani- 
fested entirely or partially on the skin. 
Like the passage on the preparation of 
the dead body, this section is of immense 
interest in its representation of the state 
of individuals and of society in the days 
of de Mondeville. 

He could not find among his contem- 
poraries any surgeon who was disposed to 
study, and very few who were even liter- 
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ate—“and if there are a few who are 
literate, they are either just barely so, 
or else consider it more worth while to 
gain an extra five sous than to share their 
knowledge with others.” He could find 
only mutual jealousy and suspicion, and 
a desire to make money, which is superior 
to all other desires. This has led, de 
Mondeville opined, to a continuous war 
between surgeons and surgeons, and be- 
tween physicians and physicians. A truce 
has been declared: any condition which 
shows upon the surface of the body, or 
wounds, abscesses, fissures, fistulas, and 
the like, in their treatment fall within the 
province of the surgeon; all internal con- 
ditions, as of the chest, abdomen, and the 
like, belong to the physician — “This 
pleases us surgeons much; may it last 
through all the ages and be observed in- 
It is evident throughout de 
Mondeville’s book that, however capable 
a surgeon he may have been—and there is 
no question upon this point—he was inter- 
ested first of all in his fee; second in de 
Mondeville; and third, in the prestige of 
surgery. 

In his doctrine of incisions he made 
great points of the place for the incision, 
the time for it, its relation to the posi- 
tion of the signs of the zodiac, and its 
relation to the wishes, usually supersti- 
tious, of the patient’s family and friends 
(Fig. 12). He was, after all, a child of his 
time, and there was little he could do—if, 
indeed, he thought of doing anything, 
which he seems to have not done—to alter 
his intellectual environment and the tradi- 
tion into which he had been born. In the 
question of bleeding, he made note of the 
fact that in each lunation the moon passes 
through four phases (quarters) ; the first 
quarter is warm and wet and resembles 
Spring and youth; the second is warm and 
dry and resembles Summer; the third is 
cold and dry and resembles Autumn and 
middle age; while the fourth is cold and 
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| 
| natural 
| | aqueous 
| mucilaginous 
Phlegm 
glassy 
| plastery 
| unnatural 
| salty 
| sweet 
| astringent (2 kinds) 
| acidic (2 kinds) 
CHYLE natural 
| | lemon yellow 
Yellow Bile 1 egg-yolk yellow 
unnatural ‘ leek-green 
| verdigris 
| 
| burnt 
( natural 
Blood ( unnatural (5 kinds) 
’ { natural 
Black Bile 4 ; 
| unnatural (5 kinds) 





Tabulation of de Mondeville (see text). 


moist and resembles Winter and old age. 
So (de Mondeville continued) young girls 
menstruate during the first quarter of the 
moon; young women during the second; 
mature women during the third; and older 
women during the last. And therefore the 
surgeon must bleed according to the age of 
the patient and the phase of the moon! 
There are numerous directions on the 
manner of the bleeding; twenty-three pre- 
cautions to be observed in bleeding; and 
eight “notable obscure points” to be clari- 
fied; all of which de Mondeville treated in 
detail. 

Amputations should be done between a 
tight ligature above and below the site of 
the amputation, and the amputation 
should be done preferably through a joint, 
since, if done through a shaft of bone, an 
aposteme of the marrow is apt to ensue 
(osteomyelitis, of course). 





The chapters which follow are devoted 
to “sophistication,” or, in contemporary 
parlance, “beauty treatment,” for men 
and women. Sunburn, pallor, excessive 
or insufficient hairiness, freckles, moles, 
warts, and the hundred other blemishes to 
“beauty” are described, together with the 
surgeon’s method of treating them. Here 
again is a large insight into the personal 
and social lives of de Mondeville and his 
contemporaries. The breasts and sexual 
organ of women (particularly of courte- 
sans) receive a full treatment. Leanness 
and adiposity receive medical treatment. 
The discussions—and very lengthy they 
are—of scabies, impetigo, and other in- 
fectious skin diseases show clearly the 
state of sanitation and personal hygiene 
of the time. De Mondeville’s long treat- 
ment of infestation by fleas and lice is 
most illuminating: 











Lice (pediculi) are known to everyone; 
there are four reasons for treating them: 
first, they cause suffering; second, those 
who have lice can hardly refrain from 
hunting them out beneath their garments, 
against plain decency, and are thus dis- 
tracted from their other [!] work, and, 
moreover, when the lice are numerous 
they come sometimes to the outside of the 
garments, and this is distasteful and dis- 
agreeable to those who see them; third, 
sometimes they suck and bite so strongly 
that they cause bleeding; and fourth, what 
is worse, they spoil the appetite, pale the 
complexion, consume and make lean and 
exhaust the strength of the whole body. 

The treatment (surgical!) is by baths, 
ointments, diet, evacuations, and bleeding! 

The Second Doctrine of the Third 
Treatise is composed of twenty-three 
chapters dealing with the various methods 
of treating abscesses according to Galen’s 
humoral theory of the genesis and nature 
of abscesses. It is of no practical, and 
little historical, interest. I give here, how- 
ever, the table formulated by de Monde- 
ville, of the subdivisions of the humors. 
It should be mentioned, perhaps, that the 
four humors are generated from the chyle, 
the juice derived from the digestion of 
aliment (see chart, p. 247). 

The treatment of ulcers or abscesses, 
then, depends not only upon the positions 
of the signs of the zodiac and the phases 
of the moon and popular superstitions, but 
also upon the composition of the ulcer or 
abscess according to the table of the 
humors. And it required nearly eighty 
quarto pages of small print for de Monde- 
ville to direct the surgeon in his treatment 
of an ulcer or an abscess! He gives, to 
begin with, eighteen “rules”; one chosen 
at random has nineteen “exceptions.” 


Small wonder that most of the surgeons 
were “illiterate’—and yet the physicians 
had much more to memorize if they were 
to pass the examinations of the Faculty. 
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At the end of the nearly eighty quarto 
pages mentioned, occurs the lacuna in de 
Mondeville’s book. There is an introduc- 
tion to the “Third Doctrine” of the “Third 
Treatise,” but that is all. In this intro- 
duction de Mondeville mentioned that he 
had outlived his time, according to the 
judgment of every man of medicine, al- 
ready by three years. The entire “Fourth 
Treatise” is lacking; it was to have dealt 
with fractures, dislocations, malforma- 
tions, and distortions of the bones. As it 
happens, de Mondeville perhaps would have 
served surgery better had he written his 
“Fourth Treatise’ instead of this fifth 
one. There were plenty of Antidotaries 
available—far more than there were trea- 
tises upon injuries and diseases of the 
bones. De Mondeville explained that he 
had hastened to his Antidotary because 
of the urgent requests of his students that 
he compose one. 

The Antidotary is preceded by a long 
discussion of nineteen “Preliminary Propo- 
sitions,” resting mostly upon the authority 
of Galen, and including, for example, a 
definition of the word antidote; the neces- 
sity of an antidotary; the three justifica- 
tions for the writing of an antidotary; a 
proof that an antidotary is more needful 
to a surgeon than to a physician; the three 
reasons why the title of such a work should 
be “Antidotary”; Galen’s five reasons (to 
which de Mondeville added two of his 
own) for the composition of topical oint- 
ments; de Mondeville’s seven reasons for 
composing the Treatise; his three reasons 
for hurrying on to it; the fourteen excep- 
tions to the rule for purgation; and the 
like. It is here that the famous passage 
occurs: “Jt would be an absurdity, and 
almost a heresy, to think that God, glorious 
and sublime, had given to Galen his sub- 
lime genius on the condition that no mortal 
after him should discover anything new. 
What!—God would have given up thus a 
part of His power! Has not God given to 
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each of us individually, as He gave to 
Galen, a natural genius? We would be 
miserable indeed in spirit if we did not 
learn more than had been discovered be- 
fore us. 

And he continues, ‘““We moderns are, rela- 
tively to the ancients, like a [sic] pygmy 
placed upon the shoulders of a giant: the 
pygmy sees everything that the giant sees, 
but he also sees farther.” 

De Mondeville proceeded into the meth- 
od of applying a “topic” to those who are 
plethoric; the method is complicated by 
an enumeration and discussion of the four- 
teen exceptions to the general rule. In 
earlier times a simple discussion would 
have sufficed, but this no longer was true 
because of “the wickedness, the perfidy, 
and the perverseness of modern surgeons. 
Being compelled to put ourselves on guard 
against the malice of men, and to conform 
our practice to that of our contemporaries, 
it is preferable that we should deceive 
those who would deceive us than to become 
victims of their frauds, and so, sometimes, 
we are constrained to misrepresent and 
to corrupt our art .. .” 

It is discouraging to see a great surgeon 
so stoop to the tastes of the time. If the 
“topics” are not helpful, it is important 
that they should be, at least, harmless. 
And so our author embarked upon a de- 
scription of the nine kinds of topics and 
their uses: oils, unguents, plasters, poul- 
tices, cold compresses, cataplasms, hot 
compresses, embrocations, and counter- 
irritants. There follows a long passage 
on the preparation of these “topics.” 

And this is followed with long chapters 
upon “repercussives,” “resolutives,” “‘ma- 
turatives,” “detergents,” “incarnatives,” 
“regenerators,” “cicatrizers,” ‘“corrosives,” 
“caustics,” and “emollients’”—in all, fifty- 
five quarto pages of small print! There 
are also excoriatives, ulceratives, suppura- 
tives, and others. In all cases de Monde- 
ville detailed not only the use of each 
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“topic,” but also the manner of its prepa- 
ration. The practitioner of today has only 
to utter a trade-name; he probably does 
not know the composition of what he is 
prescribing, and has left its compounding 
to the pharmaceutical producer. But de 
Mondeville, to be sure that his students 
should know precisely how to prepare these 
“topics,” added a ninth chapter of forty 
pages (again quarto, and again in small 
print) of synonyms for the drugs which 
he had mentioned, giving, in nearly all 
cases, the Latin, Greek, Indian, Hebrew, 
and Arabic names of the substances to be 
used, with their sources, and frequently 
with the means of distinguishing substi- 
tutes from the original drug. 


And thus ends the Surgery of Master 
Henri de Mondeville, Surgeon-in-Chief to 
Their Majesties, the Kings of France. 


It should be said of him that he was 
surely the most advanced surgeon of his 
time. He applied well the lessons which 
he had learned from his most influential 
teacher, Theodoric. He could not escape 
from Galen—but this hardly can be held 
against him. Included in his picture of 
the best French surgery are many side- 
views of the condition of surgery in 
France at his time, and they depict a sad 
state of surgical affairs. There were the 
stone-cutters, the herniotomists, the den- 
tists, the barbers, and the rest. There 
was the intolerance of the Faculty of Medi- 
cine—an intolerance which, of course, in 
the case of de Mondeville, was inexcusable, 
but which, in proper perspective, the 
Faculty was bound to have—did not de 
Mondeville himself, in many passages, 
complain about the surgeons and the 
pseudo-surgeons? On the less favorable 
side, de Mondeville was insistent upon the 
collection of his fees, and they were as 
high as he dared make them. He had a 
high opinion of himself, and a correspond- 
ingly low one of his contemporaries. He 
felt himself competent to express lordly 














opinions upon matters of medicine, history, 
philosophy, and theology, wherein he fre- 
quently stumbled upon his own feet. He, 
being a true child of his own age, was 
excessively prone to lean upon ancient 
authority and upon a semblance of syl- 
logistic reasoning. 


And withal, he remains one of the great 
surgeons of history. 

Very valuable is the picture of early 
French surgery which his book depicts in 
almost countless passages. So great was 
his influence that no real advance in the 
surgery of the French was made until the 
time of Guy de Chauliac, and perhaps not 
even until the time of Ambroise Paré. 
The charlatans, the stone-cutters, the 
herniotomists, and the quacks continued 
their nefarious practices, but French sur- 
gery was established. It never must be 
forgotten that the surgeon, no matter how 
capable he was, had to work without an 
effective anaesthetic and with no knowl- 
edge whatever of antisepsis, not to men- 
tion asepsis. Preoperative and postopera- 
tive care were virtually unknown. Beyond 
the skill of the surgeon and the robustness 
of the patient whose leg was being ampu- 
tated, there were only the phases of the 
moon, the positions of the signs of the 
zodiac, and perhaps prayers or magical 
incantations. 

Unfortunately, de Mondeville’s advoca- 
tion of the dry treatment of wounds— 
perhaps, in the long view, his greatest 
contribution to surgery (though it should 
be ascribed rather to Theodoric)—was not 
accepted generally. This fact only shows 
how far de Mondeville was ahead of his 
time—or perhaps how far the surgery 
of his time was behind him. There is 
something of a parallel here with the helio- 
centric theory proposed by Aristarchus of 
Samos, except that the vindication of 
Aristarchus required about a thousand 
years. 

In any event, the surgeons of France 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 








FEBRUARY, 1959 


largely refused to accept the dry treat- 
ment of wounds. The production of “laud- 
able pus” was looked upon as the great 
desideratum of surgery, for it represented 
the evacuation of the peccant humor. And 
before long the momentous influence of 
Guy de Chauliac was to annihilate, nearly, 
de Mondeville’s teaching. 

De Mondevilie died in (or very near) 
1320, when Guy de Chauliac was about 
twenty years old. De Chauliac (or Guy, 
as he is called commonly) was another 
whose last name is unknown; de Chauliac 
refers to the fact that he was born, pre- 
sumably, in the village of Chaulhac. He 
is known as Gui, Guido, and Guidon, 
Chaulien, Chualhaco, and Gualiaco, and 
also with lesser variations of his usual 
appellation (Fig, 13). Presumably he 
studied at the Universities of Toulouse, 
Montpellier, and Bologna; in the last he 
appears to have been a student under Ber- 
tucchio, who in turn had been a student 
under Mondinus. At Bologna, of course, 
the most celebrated human dissections of 
the time were being performed. He went to 
Paris and became a cleric in order to con- 
tinue his studies. However, the clerical 
life must have appealed to him for, in 
1344, he was made Canon of the Cathedral 
of St.-Just in Lyons, and, in 1353, Canon 
of the Cathedral of Rheims. He was the 
personal physician of the Popes of Avi- 
gnon during part of the Babylonian cap- 
tivity and during the great plague of the 
time of Boccaccio—indeed, it has been pre- 
sumed (though no evidence has been ad- 
duced excepting that of the eminence and 
reputation of de Chauliac) that he at- 
tended Laura, whom Petrarch addressed 
in his sonnets. He himself contracted the 
plague in Avignon in June or July of 1348, 
and was ill for six weeks, but finally 
“escaped, by the Grace of God.” 

De Chauliac was not, as some have said, 
the greatest of the surgeons of the Middle 
Ages; in this respect he was surpassed by 
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de Mondeville and by Theodoric, and prob- 
ably also by Hugh of Lucca, by William of 
Salicetus, by Lanfranc, and perhaps by 
others also. He was, however, surely the 
most famous of them, and surely the most 
important in influence. 

Two books are extant under his name, 
The Great Surgery and The Small Sur- 
gery — Chirurgia Magna and Chirurgia 
Parva. The original title of the Great 
Surgery seems to have been Chirurgiae 
_ tractatus septem, cum antidotario. This 


was written in 1363, but not printed until . 


1470, at Venice, and it is not entirely 
clear that the printed version follows the 
manuscript precisely. The Seven Tracts 
seem to have been the following: first, 
anatomy, or the topography of the pa- 
tient; second, tumors; third, wounds; 
fourth, ulcers; fifth, fractures; sixth, dis- 
locations; and seventh, special diseases. 
There is appended a discussion of the 
instruments used, the instruments which 
the surgeon should carry with him at all 
times, and the usual antidotary. It has 
become customary, however, to think of 
the Great Surgery of de Chauliac as con- 
sisting of three parts: the first, on anat- 
omy; the second, on the description of 
diseases; and the third, on instruments, 
and the antidotary. 

De Chauliac merits high credit for hav- 
ing written, at the beginning, a history of 
medicine: a too brief, unfortunately, ac- 
count of the evolution of medicine from 
early times. He was the first medical 
writer since Galen to have done this. 
Accurate or inaccurate, one must accord 
to this illustrious French surgeon all 
honor for having had this sense of the 
worth of the history of his field, which 
had been untouched for a thousand years. 

In the Anatomy de Chauliac de- 
scribed the methods for the prepa- 
ration of bodies, and the methods 
of dissection, as he learned them at 
Bologna, principally from Bertucchio. The 
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Fig. 11.—‘“A figure of a man sectioned sagittally 

from the back, from the vertex to the coccyx, 

through the middle of the spine. By this section 

the posterior aspects of all of the internal organs 
will appear.” 


bodies used were those of human beings, 
monkeys and apes, swine, and, to a lesser 
extent, other animals. The cadavers were 
prepared by drying them in the sun, 
allowing them to decay in the earth (pre- 
sumably until only the articulated skele- 
ton remained), submerging them in run- 
ning water, or boiling them. Since these 
procedures left little of the soft tissues, 
other bodies sometimes were dissected in 
the fresh state. The first parts to be dis- 
sected were the abdominal viscera; next, 
the thoracic viscera; then the heart, head, 
and other parts; and last, the extremities. 
The dissections were performed usually in 
“the main crossroads of the city,” in this 
period. Princes and prelates were invited 
to be present, and frequently a vast con- 
course of people gathered around. The 
dissection was performed by a barber, 
under the direction of a demonstrator who 
followed the descriptions of Galen as read 
from one of Galen’s works. The reason 











for dissecting the abdominal organs first 
was that they were the first to putrefy. 
No methods of embalming were in use, and 
no refrigeration for the preservation of 
the cadaver was to be had. As the work 
proceeded (usually on the next day) to 
the dissection of the thorax; and on the 
third to the dissection of the heart and 
other organs; the stench from the cadaver 
became stronger and stronger, and some- 
times the dissection of the extremities had 
to be forgotten. One notes that the ana- 
tomic descriptions of the extremities are 
far less accurate, and far more incomplete, 
than are the descriptions of the internal 
organs. The liver, of course, was still 
represented as having five lobes, and this, 
again, of course, is evidence that much of 
the anatomical knowledge of the time was 
gained from Galen and from the dissec- 
tion of swine, or from copying the writ- 
ings of anatomists and surgeons, followers 
of Galen, who had dissected only swine— 
or, it might be, that the human body 
changed since Galen’s time! It is probable 
that de Chauliac never dissected a cadaver 
of any animal—including man—pbut had 
only been present at numerous dissections 
performed by, or performed under the 
direction of, Bertuccio. Nevertheless, de 
Chauliac exulted: “In these two ways we 
must teach anatomy on the bodies of men, 
apes, swine, and divers other animals, and 
not from pictures, as did Henri de Monde- 
ville, who had thirteen pictures for the 
demonstration of anatomy.” 

We must be grateful to de Chauliac 
among other things for specifying the 
number of pictures which his illustrious 
predecessor possessed. 

He held to the principle of the vis medi- 
catrix naturae, asserting that the surgeon 
(or physician) could be looked upon only 
as the helper of nature. In this role of 
helper the surgeon had five duties to ver- 
form: first, to remove foreign bodies from 
the wound; second, to bring together the 
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parts which had suffered “a solution of 
continuity”; third, to reunite these parts; 
fourth, to care for the injured tissues; and 
fifth, to correct any untoward develop- 
ments. One of these accidents was hemor- 
rhage, and de Chauliac taught that hemor- 
rhage should be controlled by closure of 
the wound, or by packing the bleeding 
region, or by compression of the bleeding 
vessels, or by ligation of the bleeding ves- 
sels, or by the actual cautery. No sounder 
advice could be given today. His suture- 
material consisted usually of silk. 

He described the five “sects” of sur- 
geons: 

1) Those who, like himself, Galen, and 
most of the rest, promote coction of the 
peccant humor and suppuration in the 
wound. (In difficult cases in respect of the 
production of pus, such extreme measures 
were taken as actually to rub dirt and mud 
and even excrement into the [| presumably | 
clean wound) ; 

2) Those who, like Theodoric and de 
Mondeville, attempt to secure healing by 
first intention by washing the wound with 
wine and promoting dry healing; 

3) Those who follow Lanfranc and Wil- 
liam of Salicetus by removing injured tis- 
sues and applying mild ointments and 
plasters ; 

4) Those who use magical charms, to- 
gether with oil, wood, leaves of cabbage, 
and the like, because they believe that God 
has placed special virtues in woods, plants, 
and rocks; 

5’ Women and silly persons who sit 
with lands folded and exclaim, ‘God’s 
will be dune, amen!” 

Riesman has reminded us that de 
Mondeville had said that the vulgar divide 
diseases into two classes: those which 
have causes and those which have none. 

It is evident from his enumeration of 
the categuries of “surgeons,” and_ also 
from numerous passages in de Chauliac’s 
writings, that he was reactionary and did 
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not subscribe to the dry principle in pro- 
moting, or in attempting to promote, heal- 
ing by first intention as this had been 
formulated by Theodoric and de Monde- 
ville. “And so,’’ someone has bewailed, 
“perished the beginnings of antiseptic 
surgery nearly 600 years before its in- 
dependent discovery in modern times!” 
Yet there is some truth in this lament. 
Washing a wound with wine will cleanse 
the wound and will (depending upon the 
_alcoholic content of the wine, which need 
not be high) render it “antiseptic,” or 
nearly so. De Mondeville’s percentage of 
fine scars must have been far higher than 
was that of de Chauliac. Certainly wash- 
ing with wine was, on the face of it, better 
than smearing mud or dung into an open 
wound. 

If anything, de Chauliac was more Ga- 
lenical than Henri de Mondeville had been. 
He was excessively meticulous. in giving 
directions for the choice of the vein which 
should be opened in blood-letting, not only 
considering the positions of the signs of 
the zodiac, but going even so far as to 
maintain that bleeding should be done only 
during the hours of moonlight, and only 
upon the seventh, ninth, eleventh, seven- 
teenth, nineteenth, or twenty-first day 
after the new moon. 

By his time the distinction which de 
Mondeville had made between conditions 
which properly were to be treated by the 
surgeon rather than by the physician had 
become, apparently, quite rigorously es- 
tablished. The result was that many dis- 
eases which today would be considered not 
at all surgical were treated by the sur- 
geons (of course, there were still the 
travelling mountebanks, charlatans, stone- 
cutters, and their ilk). For example, the 
plague was considered to be a surgical 
disease, and de Chauliac detailed its treat- 
ment by diet, by medicines, by local appli- 
cations, and the like, resorting to actual 
surgery only when the buboes would open 
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Fig. 12.—Typical figure of a “zodiac man,” as 
used, probably by de Mondeville, and certainly by 
others. 


and suppurate, at which fortunate junc- 
ture he recommended the application of 
the actual cautery by preference. His pas- 
sage on the plague is as of immense value 
historically as is the writing of Boccaccio: 
Charity was dead and hope abandoned. I 
call it the Great Pestilence, for it arose in 
the East and discharged its arrows 
against all the world. So lethal was it that 
it left hardly a quarter of the population. 
It was useless to the physicians, and a 
disgrace, for they dared not visit the sick 
for fear of themselves becoming afflicted. 
Or, if they did visit them, they were able 
to do nothing, for all of those who were 





stricken died, except some few who es- 
caped at last with buboes only. 

To protect one’s self one could only fly 
from the land before being stricken, and 
take a purge of pills of aloes, be bled, 
purify the air with fire, strengthen the 
heart with senna and other fragrant sub- 
stances, maintain the equilibrium of the 
humors with Armenian bole, and prevent 
putrefaction by the taking of sour sub- 
stances. 

To cure this disease, one must employ 
blood-letting and purges and take elec- 
tuaries and cordials. The buboes might be 
ripened with figs; er by the application of 
peeled onions mixed with yeast and butter. 
Once ripened, they should be incised and 
trea‘ed like ulcers. Or they may be cupped, 
scarified, and cauterized. 

That the physicians (and surgeons) did 
what they could to protect themselves 
against the plague is well illustrated in 
depictions of “the plague doctor” at the 
time, and in times subsequent. 

And yet—human nature being what it 
is—de Chauliac, like de Mondeville and 
many another, wrote long passages upon 
“sophistications.” These amounted to 
beauty treatments: the removal of freck- 
les and other blemishes, the treatment for 
excessive redness or excessive pallor of the 
skin, the extirpation of moles and warts, 
epilation, and the gracing of the breasts 
and the sexual organ of a woman. One 
never must forget that one of the first 
duties of the medical man always has been 
the treatment of physical blemishes. In 
the country now called France, in the 
thirteenth century, human grief was not 
born on the field of battle nor in the hos- 
pital alone; it was born also when the hair 
faded and fell, when the skin wrinkled and 
the eyes grew dim, when the fires of youth 
burned low. It is so today. 





But “sophistication” included also the 
treatment of diseases of the skin, dentis- 
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try, the handling of venereal diseases, St. 
Anthony’s fire, and a whole host of other 
medical and dermatological conditions. 
These, being manifested externally, were 
within the province of the surgeon rather 
than that of the physician. De Monde- 
ville’s dictum that the physician should 
treat only internal diseases, leaving those 
with external manifestations to the care 
of the surgeon, had had a real and endur- 
ing effect upon the medical professions of 
the French. 

If de Chauliac were reactionary to de 
Mondeville in the actual practice of good 
surgery (at least as far as the antiseptic 
and dry treatment of wounds is con- 
cerned), de Chauliac is much beyond his 
illustrious predecessor in his depiction of 
the “ideal” surgeon: he must be, first of 
all, a man possessed of an humanistic 
education; second, he must be expert in 
surgery; third, he must be a man of supe- 
rior intelligence; and fourth, he must be 
a man impeccable in conduct. There is 
nothing here concerning the magnitude of 
the fee or the urgency of collecting it (in 
advance, by preference), and no attempt 
to invade the precincts of the theologian 
or the philosopher. If one must consider 
de Mondeville the better surgeon—and it 
appears that one must — assuredly one 
must consider de Chauliac the better man. 

De Cahuliac died in 1368. His Chirur- 
gia Magna remained the supreme au- 
thority in surgery for some two centuries, 
that is, until Ambroise Paré took up his 
pen. It far surpassed, in popularity, de 
Mondeville’s work. It was written origi- 
nally in the vernacular (for the men of 
St.-Céme commonly spoke French instead 
of the Latin of the Faculty), and was 
published first from Paris in 1478 under 
the title, La Pratique en Chirurgie du 
Maistre Guidon de Chauliac. The first 
edition in Latin was published from Ven- 
ice in 1498. Many editions and transla- 
tions have appeared since, the latest be- 
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ing that of Nicaise, in modern French 
(Paris, 1890). 

But besides the Chirurgia Magna there 
exists a Chirurgia Parva (which is known 
also by other titles), and this smaller work 
has been attributed commonly to de 
Chauliac. It seems probable, that this 
abridgement was made by another author; 
and, in fact, a study of several editions 
and several translations makes it seem 
likely that it is a compilation of several 
works, by authors some of whose names 
are unknown, and represents a digest, 
with additions, of the Chirurgia Magna. 
The usual title is The Compendium of the 
Surgery of Guy de Chauliac. Of course the 
title itself is ambiguous: is the Compen- 
dium a compendium of the Surgery “of” 
de Chauliac, but made by another or 
others, or is it a compendium of the Sur- 
gery, “by” de Chauliac? 


It appears to have been written by sev- 
eral hands. The first two-fifths (approx- 
imately) of the book are written in the 
form of.question and answer, and appear, 
largely, to be a “cram-book” for students, 
composed, possibly, by a senior student, 
a recent licentiate, or a member of St.- 
Come who was attempting to augment his 
income by selling such a work to students 
who were about to undergo examinations. 
For example, the work opens with the 
question, How is the meaning of the word, 
“surgery,” known? And the answer is 
given: It is known in three ways: by its 
etymology, by its definition, or by its divi- 
sion (from other fields of medicine in gen- 
eral). It continues: What is etymology? 
Etymology it that which deals with the 
meaning of words. What is the meaning 
of the word, “surgery”? The word, “sur- 
gery,” is composed of two Greek words: 
the first of them is Cheir . . . ete. 

The questions look like examination 
questions, and the answers look like an- 
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swers which a professor must check as 
“correct.” It remained only to memorize 
them! 

The distinctions which were made in 
the Chirurgia Parva cannot be described; 
only an example or so will suffice to show 
the modern surgeon the difficulties with 
which the French surgeon of the four- 
teenth century had to contend: What is 
diaeresis? It is an operation which divides 
parts which have become united against 
the order of Nature. It is divided into 
four kinds ... of the kind of diaeresis 
of soft parts there are the following types: 
haplotomy, catachasmos, perieresis, hypo- 
spathismos, periscythismos, encope, an- 
geiology, and lithotomy! The questions 
and answers are continued into Circum- 
stances, Dispositions, IlInesses, Symptoms, 
Cures, Orders, Substances, Indications, 
Naturals, Unnaturals, Contranaturals, 
Temperaments, Humors, Parts, Faculties, 
Actions, Spirits, Baths, Repose, Evacua- 
tions, Inanitions, Signs, and the like. 

The Galenical (unfortunately and, of 
course, incorrectly, considered “philo- 
sophical’”’ by many) implications of early 
surgery are most manifest. 

And one is amazed at the stultified, 
pseudo-scholastic expressions found every- 
where in these treatises: a laceration is 
“a solution of continuity, in the skin,” a 
dislocation is a “solution of continuity in 
a joint,” a fracture is a “solution of con- 
tinuity in a bone.” Was there anything 
to be gained through the use of these dull 
and didactic expressions, excepting per- 
haps the mystification of the patient and 
of his family and friends? Unfortunately, 
such usages persist; possibly they add to 
the reputational stature of the surgeon; 
possibly they detract. 

De Chauliac (or the writer of the com- 
pend) added a list of prescriptions which 
the surgeon should use in the treatment 
of numerous non-surgical conditions: oint- 











ments, plasters, waters, balsams, eye- 
washes, cures for tooth-ache, and the like. 
Perhaps the greatest significance of these 
passages is that the practice of surgery in 
fourteenth-century France was still com- 
pounded with the practices of the travel- 
ing quacks, etc., whose race was yet far 
from extinct, 


In the section on bleeding the ‘“ques- 
tionnaire” takes no sides. De Chauliac 
allowed forty veins to be opened; others 
allowed only thirty-two, and yet others 
insisted upon forty-five. The veins were 
named, the proper season for opening one 
or another was specified, and the whole 
process of blood-letting was set up as a 
specific science on its own. 


It is all but impossible to follow the de- 
scriptions of drugs and treatments in the 
long sequel of questions and answers. The 
favorite “scholastic” distinctions between 
animals, plants, and minerals are made, 
together with definitions which today are 
nearly meaningless. There is a long pas- 
sage upon the varieties of drugs which 
the surgeon must use: attractives, resol- 
vents, suppuratives, emollients, modifica- 
tives, astersives, sarcotics, epulotics, 
detersives, agglutinatives, caustics, cor- 
rosives, anodynes, narcotics, emplastics, 
apophlegmatics, etc. If we look at but 
one of these classifications, narcotics, we 
read: The narcotics are cold medicines, 
proper and useful in desperate cases to 
mitigate excessive heat. Some are simples, 
some are composite. The simples are 
opium, root of mandragora, solatrum, 
poppy, hyoscyamus, and others. The com- 
posites are trochees, collyria, and supposi- 
tories. Lettuce, at least, is omitted from 
the list. 

The next “treatise” in the so-called 
Chirurgia Parva attributed to Guy de 
Chauliac is entitled, On Maladies which are 
not Tumors, nor Wounds, nor Ulcers, nor 
Fractures, nor Luxations, etc. The treatise 
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is concerned with the definitions, distinc- 
tions, classifications, treatments, and the 
like, of gout, the plague, venereal diseases, 
venereal buboes, smallpox, erysipelas, 
herpes, phlyctenae, papules, leprosy, and 
others, of which there are numerous kinds 
of each. Other conditions, from leprosy to 
freckles, are included in the “treatise.” 


With the beginning of the next “Trea- 
tise,” Concerning Operations in General, 
the literary device of question and answer 
disappears. It seems most probable that 
de Chauliac himself had nothing to do 
with the production of the Chirurgia 
Parva, as it is called commonly, although 
all editions which the present writer has 
seen are entitled Chirurgia Parva Guido- 
nis Chauliaci, or to that effect. Neverthe- 
less, the question-and-answer “cram- 
book,” if one may call it that, seems not 
to have been written by de Chauliac, but 
by some student or follower of his, and 
subsequent additions, not in question-and- 
answer form, seem to have been added by 
others (or another) at later dates (or a 
later date). The present writer possesses 
a copy of an Italian translation of the 
Chirurgia Parva (Florence, 1697). The 
translation from French to Italian was 
made by Julius Caesar Arizzarra, the 
Pisam, and Arizzarra has made two ac- 
knowledged additions to the Chirurgia 
Parva: a fairly long passage on the Con- 
dition of the Surgeon, and another fairly 
long passage entitled A Treatise on Tu- 
mors, and Fistula in Ano and in Adjoining 
Parts. Perhaps it should be supposed that 
the first two-fifths of the book were com- 
posed from de Chauliac as a _ student’s 
“cram-book” by an author now unknown, 
and that the last three-fifths were sub- 
sequent additions by authors (or an 
author) now equally unknown. We do 
know that Arizzarra added two “treatises,” 
which he acknowledged. ' 


In any event, the method of question- 
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and-answer was suddenly and perhaps 
unaccountably dropped. Moreover, in the 
succeeding treatises more frequent refer- 
ences are made to more modern (at the 
time) authors and theories, and also to 
preparations of drugs which were un- 
familiar, it appears, to Guy de Chauliac. 

The first of the treatises following those 
of the question-and-answer kind (and bar- 
ring that of Arizzerra of Pisa, On Tumors, 
etc.) bears the title, On Surgical Opera- 
tions. Here occurs a reiteration of de 
Chauliac’s conviction that the surgeon 
should possess a sound knowledge of anat- 
omy, This, of course, was difficult to 
obtain at the time, and it must be pre- 
sumed that the writer considered a sound 
knowledge of anatomy to be that which 
could be had from attending a couple or 
a half dozen of probably public dissections 
of the bodies of executed criminals, al- 
though there may have been included a 
dissection or so within an amphitheatre 
of a University. Otherwise the dissections 
were of animals. There follow a few 
chapters on the methods of suturing 
wounds, with a special chapter on the 
suturing of severed tendons; then some 
chapters on plastic surgery, especially of 
the face and mouth. There are two chap- 
ters on dropsy and paracentesis for the 
relief of this condition. The chapter on 
hernia is interesting historically. The sur- 
geons of the period encountered consider- 
able difficulty in treating hernias (and it 
is quite probable that the itinerant her- 
niotomists knew more about the proper 
cure of hernias than did the members of 
St.-Come, if only because they had had 
far more experience with them). De 
Chauliac’s classification of hernias should 
be of high interest: omphalocele, enter- 
omphalos, epiplo6mphalos, hydromphalos, 
pneumatomphalos, sarcomphalos, hydro- 
enteromphalos, enteroepiploémphalos 
(these are umbilical; the inguinal follow), 
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Fig. 12.—Guy de Chauliac (1300-1368). 


sarcocele, hydrosarcocele, epiplodcele, 
enterocele, enteroepiplodcele, pneumato- 
cele, hydrocele, hydroenterocele, bubono- 
cele, cirsocele, varicocele, and serocele. The 
classification is, of course, very detailed; 
the treatment, however, was, in general, 
the actual cautery. And this gives us greater 
insight into the state of surgery in old 
France. This surgery, if properly judged 
by the standards of the time, was good, if 
not excellent. The classification, however, 
was pseudo-scholastic and ponderous. 
There follow many pages upon the causes 
of the various kinds of hernia, and another 
many on the differences in treatment of 
the many species of hernia. Numerous 
precautions are to be taken to avoid cas- 
tration of the patient. Hemorrhage is 
controlled best by cautery. 

De Chauliac gave minute directions for 
the handling of the lithotrite in the treat- 
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ment of stone in the bladder. One wonders 
whether he was teaching the regular sur- 
geon to perform the operation practiced, 
usually quite successfully, by the itinerant 
lithotomist, or whether he himself had 
learned his very worth-while lesson from 
these same itinerants. Certainly, if one 
followed the directions given by de 
Chauliac, the lithotrity and removal of 
the stone in the bladder could be done very 
nicely today—more nicely, perhaps, than 
it is done sometimes. He gave detailed 
instructions for the treatment of unto- 
ward consequences also, especially hemor- 
rhage and syncope. 

In the discussion of the causes and 
treatment of fistula in ano de Chauliac is 
much behind John of Arderne—as, indeed, 
was every other surgeon of the contem- 
porary two centuries. 

Pleurisy, emphysema, and cancer come 
up next for discussion and treatment. Can- 
cer is to be treated by excision, ligature, 
and the cautery, in a very brief discussion 
of what was virtually an incurable dis- 
ease. De Chauliac described tracheotomy 
and the treatment for lachrymal fistula 
and polyps of the nose; the latter are 
caused by an excess of one or another 
humor in the nose which results in a moist 
polyp, a carcinomatous polyp, or an ulcer. 
The polyps should be excised with a small 
knife, and the patient should snuff wine 
into the nostril to help heal the wound. 
The treatment for cataract was as good 
as could be expected: the patient turns the 
affected eye toward the nose; the surgeon 
pierces the conjunctiva as far as possible 
from the cornea with a fine knife, and 
separates the lens from its suspensories. 
This procedure is still known as “couching 
the cataract.” The displaced lens was left 
in the eye itself. Without effective an- 
esthesia, the procedure was as heroic for 
the surgeon as it must have been for the 
patient. It must be remembered, never- 
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theless, that these were heroic days: a 
man with gangrene of the foot had his 
choice of certain death or the unanes- 
thetized sawing-off of his leg. Where 
anesthetic surgery was unknown, the suf- 
fering of surgical pain was looked upon as 
a necessary but a not intolerable evil. The 
historian of medicine may well consider— 
and perhaps justly so—the present gen- 
eration of patients as “soft.” 


In the Compendium there follows a long 
chapter on wounds of the head, and is 
succeeded by a chapter on trephination. 
Every kind of precaution must be taken 
before this operation is attempted. It was 
performed almost never except in cases of 
depressed fracture; then the trephination 
was made nearby (always avoiding the 
suture and the places of the fontanelles, 
for here are the blood-vessels which must 
be -avoided), so that the depressed frag- 
ments could be elevated. The sinuses of 
the dura mater were to be avoided be- 
cause suppuration entering them was ex- 
tremely dangerous (and still de Chauliac, 
or whoever wrote this, would not learn 
the lessons of Theodoric and de Monde- 
ville!) and because hemorrhage from them 
was exceedingly difficult to control. Still, 
the famous French surgeon (or the un- 
known writer) showed excellent knowledge 
of the skull and of the brain with its mem- 
branes and their blood-supply, as he showed 
excellent knowledge of the anatomy of the 
eye in his discussion of cataract. Perhaps 
he did not know the situation of the middle 
meningeal artery, but he did give direc- 
tions for piercing the squame of the tem- 
poral bone to provide an escape for its 
bleeding after a fracture. In this chap- 
ter—Chapter XX XII—our author, said to 
be Guy de Chauliac, makes reference to 
“the celebrated Malpighi.” De Chauliac 
died in 13868; Malpighi was born in 1628. 
It seems, then, that the Chirurgia Parva, 
if written at all by de Chauliac, was sub- 
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jected to revision and addition by those 
who followed him, for at least three hun- 
dred years. But at least, if most of them 
remained anonymous—and on other 
grounds also—we have an insight into the 
immense bearing which de Chauliac had 
upon the surgeons of Europe, and we are 
justified in our statement, made before, 
that he was the most influential of the 
surgeons of France (and probably of 
Europe), although not the best. And at 


“The Surgeon,” by P. J. Quast (1606-1674) illustrates the crude surgery of the 
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least we know that men during the time, 
perhaps even after the time, of Malpighi, 
still were practicing Early French Sur- 
gery. It was the best surgery that could 
be had, excepting only that of Ambroise 
Paré. 


Bibliographic Note: Besides the definitive works 
(Quesnay, Nicaise, Riesman, and the rest), the 
author has used the complete writings of de Mon- 
deville and de Chauliac in several early editions 
in French, Latin and Italian. 





time. The patient’s knee is being held by the surgeon’s assistant while the surgeon 
treats a wound in the foot. (Reproduced by courtesy of the Rijksmuseum, Amster- 


dam, The Netherlands.) 


—Hamilton Bailey, F.R.C.S. (Eng.), F.A.C.S., F.R.S. (Edin.), 


F.1.C.S. (Hon.) 
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The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as criti- 
cism of the merit of the book. 











Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 


Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 


Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 


Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 


Functional Bracing of the Upper Extremi- 
ties. By Miles H. Anderson. Springfield, IIl.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 


Principles of Internal Medicine. Edited 


by T. R. Harrison, Raymond D. Adams, Ivan 
L. Bennett, Jr., William H. Resnik, George 
W. Thorn and M. M. Wintrobe. New York: 
Blakiston Division, McGraw-Hill Book Com- 
pany, Inc., 1958. 3d ed. Pp. 1782, with a 57- 
page index, 205 halftone illustrations and 5 
color plates. Reviewed in this issue. 


260 


The Clinical 
Veins. 


Management of Varicose 
By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 


Homosexuality, Transvestism and Change 
of Sex. By Eugene de Savitsch. London: 
William Heinemann Medical Books Ltd.. 
1958. Pp. 120. 


The Management of Emergencies in Tho- 
racic Surgery. By John Borrie. New York: 
Appleton-Century-Crofts, 1958. Pp. 340, with 
numerous illustrations. 


The Physician’s Own Library. By Mary 
Louise Marshall. Springfield, Ill.; Charles C 
Thomas, Publisher, 1957. Pp. 80. 


Physical Examination of the Surgical Pa- 
tient. By J. Englebert Dunthy and Thomas 
W. Botsford. Philadelphia: The W. B. Saun- 
ders Company, 1958. 2d ed. Pp. 375, with 
203 illustrations. 


On the Cerebrospinal Fluid in Normal 
Children and in Patients with Acute Abac- 
terial Meningo-Encephalitis. By S. Widell. 
Lund, Sweden: Berlinyska Boktryckerict, 
1958. Pp. 102, with 25 tables and 13 illustra- 
tions. 


Pathologie Vasculaire des Membres (Vas- 
cular Pathology of the Extremities). By 
Pierre Wertheimer with the collaboration of 
J. Favre-Gilly and A. Lapras. Paris: Masson 
& Cie, 1958. Pp. 406, with 59 illustrations. Re- 
viewed in this issue. 


Lesions of the Lower Bowel. By Raymond 
J. Jackman. Springfield, Ill.: Charles C 
Thomas, Publisher, 1958. Pp. 347, with 
endoscopic illustrations in color. 


An Introduction to Surgery. Edited by 
David H. Patey. Chicago: The Year Book 
Publishers, 1958. Pp. 228, with 54 illustra- 
tions. Reviewed in this issue. 


The Psychology of Medical Practice. By 
Mare H. Hollender. Philadelphia: The W. 
B. Saunders Company, 1958. Pp. 276. 
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Pathologie Vasculaire des Membres (Vas- 
cular Pathology of the Extremities). By 
Pierre Wertheimer with the collaboration of 
J. Favre-Gilly and A. Lapras. Paris: Masson 
& Cie, 1958. Pp. 406, with 59 illustrations. 


This book is based on the authors’ twenty- 
five year experience in the study of vascular 
diseases of the extremities. The importance 
of clinical instruction is emphasized. The 
essential points of Leriche’s theory have been 
adopted in their treatment of vascular disor- 
ders based on anatomic structure of the ar- 
teries and veins, common physiologic action 
and pathologic effect in obliteration of ves- 
sels. The authors fully appreciate the rdéle of 
vasoconstriction and spasm and the advan- 
tages of vasodilation therapy. They state 
that although, because of insufficient knowl- 
edge of the prophylaxis of obliterating ve- 
nous disease, the primary cause is not prop- 
erly handled, the sequelae of the disease are 
efficaciously treated. 

Chapter 1 deals with the physiopathology 
of diseases of the arteries and veins on which 
treatment is based; i.e., reestablishment of 
permeability of the arteries by sympathec- 
tomy, arteriectomy, substitution by graft, 
adrenalectomy, etc. 

Chapter 2 is devoted to coagulation and 
thrombosis. The morphologic chemical com- 
position and the physiopathologic and etio- 
logic aspects of the thrombus are discussed 
in detail. A thorough study of the principles 
and effect of anticoagulation therapy is pre- 
sented. 

The third chapter deals with traumatic 
lesions of arteries and veins—those of civil 
life as contrasted with those of war. Con- 
servative and radical treatment include 
emergency measures to prevent loss of blood 
and surgical procedures to tie off and repair 
the damaged vessel. 

Chapter 4 deals with arteriovenous aneu- 
rysms—their etiologic factors, pathologic 
picture, physiologic features, and diagnosis. 
Surgical treatment includes conservative 
measures (ligation of the vessels of commu- 
nication) and radical extirpation, followed 


by end-to-end anastomosis with or without 
grafting. 

The fifth chapter considers, s¢parately, the 
numerous types of arteritis and their clini- 
cal diagnosis. Etiologic theories (infectious, 
sympathetic and endocrine) are discussed. 
Much space is devoted to medical treatment. 
Surgical intervention includes periarterial 
and ganglionic sympathectomy; ablation of 
the thyroid, parathyroid or adrenal glands; 
correction of remaining obstructing thrombi; 
excision of the vessel, with or without graft- 
ing, and amputation for gangrene. 

Chapter 6 discusses the causes, symptoms, 
anatomopathologic and physiopathologic pic- 
tures and diagnosis of arterial emboli. Med- 
ical treatment includes the use of antispas- 
modics, cardiotonics, anticoagulants, spinal 
anesthetics, freezing, etc. Embolectomy, ar- 
teriectomy, thromboendarteriectomy and 
their indications and results are carefully 
recorded. 

Chapter 7 discusses congenital, infectious 
and traumatic arterial aneurysms. Surgical 
correction includes: (1) indirect ligation 
above the sac, endoaneurysmorraphy, intra- 
saccular coagulation and the enveloping of 
the aneurysm with foreign substances; (2) 
extirpation of the aneurysm; (3) methods 
aimed at removing the aneurysm and con- 
serving arterial circulation, i.e., restorative 
endoaneurysmorraphy, reconstructive resec- 
tion and replacement with a graft. Indica- 
tions for the operations and the results ob- 
tained by the authors are recorded. 

Chapter 8 considers Raynaud’s disease, 
which is more common in women than in 
men and occurs usually between the ages of 
25 and 50. Clinical study includes the role of 
cold, local syncope, trophic disorders of the 
hands (sclerodactylia, paronychia, etc.) and 
gangrene. A positive diagnosis can be made 
from precise information obtained by oscil- 
lometric, capillaroscopic, and arteriographic 
procedures. Treatment includes the use of 
vasodilators and the control of trophic dis- 
orders by various operations on the sympa- 
thetic nervous system: periarterial sympa- 
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thectomy, resection of the second, third and 
fourth thoracic ganglia, adrenalectomy or 
parathyroidectomy. The authors report ex- 
cellent results in 18 patients with severe 
trophic disorders on whom sympathectomy 
was performed. 

Chapter 9 takes up vasomotor syndromes 
of the upper extremities due to congenital 
anomaly of the supraclavicular fossa. Patho- 
logic considerations include the role of anom- 
alies—supernumerary upper rib, the scalenus 
anticus syndrome, etc. Types of operative 
correction, best accomplished by the anterior 
approach, include removal of the super- 
numerary rib, scalenotomy and liberation of 
the subclavian artery. 

Chapter 10 is devoted to the classification 
of angiomas and contains excellent arterio- 
graphs. 

Chapter 11 deals with the pathologic pic- 
ture, symptoms, diagnosis and treatment of 
cirsoid aneurysm. Surgical correction in- 
cludes simple ligation, extirpation, suppres- 
sion of arteriovenous communication and 
amputation of the affected digit in case of 
trophic ulceration or severe hemorrhage. 


Chapter 12 is a complete clinical study of 
freezing of the extremities. A most interest- 


ing historical note describes observations 
made during the Napoleonic, Crimean and 
First World Wars. The author stresses pro- 
phylactic treatment, particularly in military 
life. Therapy includes slow heating of fro- 
zen extremities, amputation for necrosed 
lesion, skin grafts, etc. In the early stages, 
infiltration of the sympathetic chain with 
procaine hydrochloride, injection into the 
arteries, and sympathectomy of the lumbar 
chain and periarterial sympathetic fibers are 
advised. Anticoagulant therapy and con- 
trolled hibernation (Laborit) are discussed. 


Chapter 13 is devoted to varices of the 
lower extremities. The authors point out 
that this common affliction should not be 
regarded as a physical disgrace. It can be 
the source of many complications: perma- 
nent disability, reduced working capacity 
and incapacity for many occupations. Phys- 
iotherapy and medical treatment, injection 
of sclerosing substances and surgical treat- 
ment are discussed in detail. 
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Chapters 14 and 15 consider the sequelae 
of phlebitis due to medical, obstetric and 
surgical trauma and that due to strain. The 
lability, venous stasis, etc., are discussed. 
Treatment includes amelioration of venous 
stagnation by immobilization, with active 
exercise, modification of coagulability with 
heparin or Dicumarol, and ligation and con- 
trol of reflex phenomena due to irritation of 
the vein. 

The authors call attention to prophylactic 
measures against postoperative phlebitis. 
They emphasize the importance of careful 
surgical technic, avoidance of any interfer- 
ence in venous return flow by undue pressure 
on the abdomen; strict asepsis; gentle han- 
dling of the tissues and hemostasis. Post- 
operative measures include anticoagulation 
therapy and ligation of the femoral veins. 
Unfortunately the most effective measures, 
i.e., elevation of the foot of the bed, ambula- 
tion and exercise immediately after the op- 
eration, are not sufficiently stressed. 

This book is well documented and contains 
many excellent photographs and arterio- 
grams. There is an extensive bibliography, 
The pathologic descriptions of various vascu- 
lar diseases of the extremities are complete. 
Physicians interested in the subject can 
profit by perusing this scholarly work. 

CHARLES PIERRE MATHE, M.D. 


An Introduction to Surgery. Edited by 
David H. Patey. Chicago: The Year Book 
Publishers, 1958. Pp. 228, with 54 illustra- 
tions. 


This pocket-sized book was written pri- 
marily for the medical student who wishes to 
review quickly some basic and clinical ma- 
terial before starting his clinical duties. It 
consists of three main sections: 

1. General Principles 

2. Methods of Examination 

3. Simple Practical Procedures. 
A glossary of the more common surgical 
terms and an appendix of normal biologic 
and hematologic values are found at the end 
of the book. } 

Mr. Patey stresses the fact that the mate- 
rial is presented in an abbreviated form and 
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that it is necessary for the student to consult 
the standard textbooks of his choice for 
further information concerning the case or 
cases under question. It is also advised that 
as ancillary texts the student should include 
a textbook of general pathology and a man- 
ual of first aid. A goodly amount of worth- 
while material has been crammed into these 
pages. The book can be recommended. 


PHILIP THOREK, M.D. 


Principles of Internal Medicine. Edited 
by T. R. Harrison, Raymond D. Adams, Ivan 
L. Bennett, Jr., William H. Resnik, George 
W. Thorn and M. M. Wintrobe. New York: 
Blakiston Division, McGraw-Hill Book Com- 
pany, Inc., 1958. 3d ed. Pp. 1782, with a 57- 
page index, 205 halftone illustrations and 5 
color plates. 


When this work first appeared in 19509, 
one of its stated purposes was “to provide 
for the medical student a certain unity be- 
tween reading and instruction,” with appli- 
cation of the basic sciences to clinical prob- 
lems. It filled that need admirably, and was 
reissued in 1954. 

The third edition has been extensively re- 
vised and enlarged, to bring the work up to 
date with the rapid advances in various fields. 
The section entitled “Cardinal Manifesta- 
tions of Disease” is thoroughly revised, and 
that dealing with disorders of circulatory 
and pulmonary function completely rewrit- 
ten. The section on disorders of nervous 
function has been expanded to include de- 
scriptions of the common psychiatric disor- 
ders. A complete new section, “Infections 
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of Specific Tissues and Anatomic Sites,” has 
been added. A new chapter, “Heritable Dis- 
orders of Connective Tissue,” is included, 
and there is a brief discussion of the more 
pertinent aspects of dermatology, since dis- 
orders of the skin are often intimately re- 
lated to internal diseases. 

Opening with a philosophic introduction of 
the physician to the patient, the authors take 
the young doctor through every phase and 
aspect of illness that brings the patient to 
his care. A whole section is devoted to pain, 
its physiologic and psychologic aspects, with 
emphasis upon diagnosis. Section headings 
indicate the scope and thoroughness with 
which the medical picture is presented: The 
Physician and the Patient; Cardinal Mani- 
festations of Disease; Biologic Considera- 
tions; Metabolic and Endocrine Disorders; 
Disorders Due to Chemical and Physical 
Agents; Diseases Due to Biologic Agents; 
Diseases Associated with Reactions to Stress 
and to Antigenic Substances; Diseases of 
Organ Systems; Care of the Patient. An 
appendix is added under the heading “‘Lab- 
oratory Values of Clinical Importance.” The 
index is highly detailed. 

Thus the text is practically a medical edu- 
cation in itself. It is written by nearly 100 
contributors, all weil known in their fields. 

Dedicated, appropriately, “To all those 
who have taught us, and especially to our 
younger colleagues who continue to teach 
and inspire us,” the volume is also invaluable 
to the mature practitioner who must keep 
himself constantly alert to advances in the 
practice of internal medicine. 

MM. T. 


Correction: In the January issue of the Journal, p. 142, the original source 
of publication was unfortunately omitted from an abstract of an article 


by E. Hafter in the German Medical Monthly, issue of January 1958. 


Sincere 


apologies are tendered both to the Monthly and to Dr. Ernest G. Abraham, 


F.1.C.S., who contributed the abstract. 








Surgery of the Thyroid Gland: Primary 
Operative Results in 1,732 Cases of Goitre. 
Lundgren, A., and Heimann, P., Acta Chir. 
Seandinav. 114:252 (March) 1958. 


During the period from 1941 to 1956, the 
indications for surgical treatment of 1,732 
patients with goiter were thyrotoxicosis in 
1,121 instances, nontoxic goiter in 559 and 
malignant goiter in 22 (1.3 per cent) ). Sixteen 
per cent of the patients in the series were men 
and 84 per cent were women. Roughly the 
same sex distribution was noted for toxic and 
nontoxic goiter, and for diffuse and nodular 
goiter. The group of patients with diffuse 
goiter was approximately of the same size as 
the one with the nodular form. Among the 
thyrotoxic patients the diffuse form of goiter 
predominated, while the nontoxic goiters were 
largely nodular. The malignant forms were 
distributed evenly between the nontoxic and 
the toxic goiters. This is of interest, since 
the view has been expressed in the literature 
that high-grade toxicity usually precludes 
malignancy. 

Malignancy was verified histologically in 
0.8 per cent of the cases. Nontoxic as well 
as diffuse goiters were common in the lower 
age group. The toxic forms and also the 
nodular type predominated in old patients, 
particularly in those over 60 years of age. 
Of the latter patients, 79 per cent belonged 
to the most toxic group. 

All patients operated on for recurrences 
(59) were women, 39 of whom had toxic, 20 
nontoxic, 35 nodular and 24 diffuse goiters. 

The diagnosis of thyrotoxicosis was based 
upon the clinical features of toxicity and the 
basal metabolic rate, the boundary being 
drawn at about 20 per cent. Severe mechan- 


ical symptoms, consisting in tracheal com- 
pression or displacement, occurred in one- 
sixth of the series (in two-fifths of the cases 
of nodular goiter). 

The surgical methods employed were enu- 
cleation (60) for solitary adenoma, unilateral 
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subtotal resection (212) for unilateral in- 
volvement, and bilateral subtotal thyroidec- 
tomy (1,460) for the remainder. At every 
resection, the superior thyroid vessels were 
ligated as far as possible above their en- 
trance into the gland in order not to tie 
off thyroid tissue, which may lead to slipping 
and secondary hemorrhage. Usually, the 
inferior thyroid arteries were also ligated 
to diminish the danger of recurrence. The 
procedure necessitates exposure of the entire 
gland. The recurrent laryngeal nerve, how- 
ever, was not freed. This did not lead to a 
higher incidence of complications such as 
recurrent laryngeal palsy and tetany. 

Local anesthesia was applied without com- 
plications in every instance by superficial 
infiltration of the skin and muscles preoper- 
atively, and at greater depth at operation 
under visual control. 

The primary operative mortality rate for 
the whole series was 0.3 per cent. Among 
the benign goiters it was 0.2 per cent, of 
which the nontoxic group accounted for none 
and the toxic for 0.4 per cent. The deaths 
all occurred in cases of highly toxic nodular 
goiter, cardiac decompensation and severe 
mechanical symptoms in patients of ad- 
vanced age. 

Operative complications were fairly rare. 
They consisted in glottic spasm (0.5 per 
cent), postoperative hemorrhage (0.6 per 
cent), toxic crisis (0.4 per cent of the toxic 
goiters), tetany (0.6 per cent) and recurrent 
laryngeal palsy (3.3 per cent). 


ERNEST G. ABRAHAM, M.D. 


Predictive Value of the Positive Vaginal 
Smear. McLennan, M. T., and McLennan, C. 
E., J. Surg. Gynec. & Obst. 66:258, 1958. 


In two years 15,600 cytologic smears from 
11,711 women were examined. The vaginal 
smears of 165 women not previously known to 
have carcinoma gave positive results. 
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Carcinoma was demonstrated by tissue ex- 
amination in 109 of the cases in which posi- 
tive results were obtained, but 47 of the 
women with positive smears did not appear to 
have carcinoma. In the remaining 9 instances, 
follow-up information was incomplete. Thus, 
the incidence of proved carcinoma in the en- 
tire group of 11,711 women subjected to 
screening was 0.93 per cent. 

Positive smears from patients who did not 
prove to have carcinoma were often associated 
with vaginal or cervical infections, basal cell 
hyperplasia of the cervix, atrophic epithelia 
and cervical or endometrial polyps. 

The value of maintaining a high index of 
suspicion in the interpretation of vaginal 
smears is stressed in this study. 


EDMUND LISSACK, M.D. 


Total Body Cooling in Critically Ill Febrile 
Patients. Reeves, M., and Lewis, F. J., Sur- 
gery 44: 84, 1958. 


The authors describe the method and re- 
sults of total body cooling with a refrigera- 
tion machine to the level of 35 to 36 degrees 
of 26 critically ill febrile patients divided 
into two groups (control and cooled) rang- 
ing from 4 to 81 years of age, each having 
an oral temperature of at least 104 F., a 
pulse rate above 120 and a respiration rate 
above 24. The method appeared to the au- 
thors to be an effective adjunct to therapy. 
There was no deleterious effect, especially 
in cases of injury to the head. 


JOHN A. ZIEMAN, M.D. 


Reconstruction of the Bile Duct. Stantos, 
M., Smith, M. L., Hughes, C. W., and Riley, P. 
A., Surgery 42:462, 1957. 


These authors classify and describe the 
technics that have been devised to meet the 
problem of reconstruction of the common 
bile duct. They discuss bilidigestive anas- 
tomosis, plastic repairs and free grafts. In 
four groups of experimental animals various 
vascular structures were used for attempted 
reconstruction of the common duct. These 


were (1) arterial graft preserved in nutrient 
solution; (2) frozen dried femoral arterial 
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graft; (3) fresh autogenous arterial graft, 
and (4) nylon mesh tubes. 

Frozen dried preparations were more re- 
sistant to stricture formation than were the 
other two arterial preparations. The nylon 
tubes were not incorporated as part of the 
duct wall, although they permitted the for- 
mation of a surrounding new duct. In gen- 
eral, it may be said that the methods were 
not satisfactory for application to man. 


JAMES H. ERWIN, M.D. 


New Technics in the Study of Carcinoma 
of the Uterine Cervix. Denham, S. W., and 
Foraker, A. G. J., Florida M. A. 44:1089, 
1958. 


These authors, in studying carcinoma of 
the cervix under a new approach, have found 
that this has not been done before. 

Their histochemical technics indicate that 
the chemical properties of the cells parallel 
their microscopic appearance and _ their 
growth potential; that there is a gradual 
transition from normal mucosa to metaplas- 
tic epithelium to a typical hyperplastic epi- 
thelium to intraepithelial carcinoma to in- 
vasive squamous cell carcinoma. 

Newer technics and methods will grow 
from this understanding of the cervical epi- 
thelium in its various situations as related 
to carcinoma. 

EDMUND LISSACK, M.D. 


Movements of the Common Bile Duct in Man. 
Burnett, W., and Shields, R., Lancet 2:387, 
1958. 

By image intensification and cineradio- 
graphic study the authors demonstrated that, 
in 10 cholecystectomized or choledochoto- 
mized patients, peristaltic waves were pres- 
ent in the common bile duct at a rate of 3 
to 5 or more per minute and lasting one to 
three seconds. These waves propelled bile 
distally toward the duodenum and were not 
related to duodenal, respiratory or arterial 
pulsations and were considered due to the 
intrinsic muscle in the wall of the common 
bile duct. 

JOHN A. ZIEMAN, M.D. 
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A Report of 549 Cases of Breast Cancer in 
Women 35 Years of Age or Younger. Treves, 
N., and Holleb, A. I., Surg., Gynec. & Obst. 
107:271, 1958. 


An analysis has been made of 549 patients 
with histologically confirmed carcinoma of 
the breast. All were 35 years of age or 
younger. The following conclusions are 
based on a study of patients seen at Memorial 
Center from 1937 through 1949. More than 
three-fourths of the patients reported no 
familial history of carcinoma of any type. 
When carcinoma had been present in the 
family, the breast was involved in 35 per 
cent of cases, one-half of the patients re- 
porting its occurrence in a mother and al- 
most one-fourth in a sister. Eighty-two per 
cent of the patients were married, and 66 
per cent had been pregnant at least once. 
The incidence of surgical gynecologic disor- 
ders appeared to be relatively high for this 
young age group. In 92 per cent of cases the 
patient had discovered a mass in the breast 
without medical assistance. In only 1 per 
cent was the tumor discovered during routine 
physical examination. Nipple discharge was 


present in 5.5 per cent, bloody discharge oc- 


curring twice as frequently as_ serous. 
Bloody discharge more often indicated an in- 
filtrating duct carcinoma with no papillary 
component. 

Infiltrating duct carcinoma accounted for 
86.6 per cent of the pathologic diagnoses. 
Other histologic types were in the minority. 

The minimum five-year clinical cure rate, 
based on total experience, was 30.7 per 
cent. When selection was made in terms of 
operability, the five-year clinical cure rate 
was 37.7 per cent. Further selection, i.e., 
exclusion of patients who died of other 
causes, were lost to follow-up without evi- 
dence of recurrent carcinoma, or refused 
treatment, yielded a maximum rate of 40.6 
per cent. These data and a review of the 
literature indicate that the carcinoma of the 
breast in the young woman offers a progno- 
sis equal to that which applies to an older 
woman. 

When the axillary nodes were involved, 
the clinical cure rate was lower than that 
for older women, which suggests that the 
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disease may be more lethal when regional 
metastases have occurred in the young pa- 
tient. 

In this series, the specific location of the 
tumor within the breast had little or no in- 
fluence on the rate of clinical cure. 

The authors express the opinion that one 
cannot predict the results of treatment for 
any specific age below 35 years on the basis 
of age alone. 

Lesions of the outer quadrant showed a 
higher frequency of metastases to the axil- 
lary nodes than did those arising in the 
inner quadrants, yet the five-year clinical 
cure rate was essentially the same whether 
the tumor was located in the inner or the 
outer half of the breast. When the axillary 
nodes were not involved, carcinomas located 
in the outer half of the breast had a clinical 
cure rate, 8 per cent better than the rate for 
lesions of the inner half, the midline, and 
the central area combined. 

_ The prognosis was better for those pa- 
tients with the less common type of mam- 
mary carcinoma, e.g., medullary, comedo 
carcinoma and colloid carcinoma, than for 
those with infiltrating duct carcinoma. The 
incidence of metastasis to the axillary nodes 
was likewise lower. Infiltrating duct carci- 
noma, Grade 2, showed a lower incidence of 
such metastases and a higher clinical cure 
rate than did the same tumor, Grade 3. The 
higher the level of axillary node involvement, 
the poorer the prognosis. Involvement of 
Level 3, however, should not be used as a 
criterion of inoperability, since 16 per cent 
of these patients were free of recurrent car- 
cinoma five years or more after radical mas- 
tectomy. 

Although pregnancy occurring simultane- 
ously with carcinoma of the breast has an 
extremely poor prognosis, the pregnancy 
should not be utilized as a criterion of inop- 
erability. Pregnancy occurring at some time 
subsequent to surgical therapy for mammary 
carcinoma appeared to have little influence 
on the prognosis. Definite conclusions con- 
cerning the management of pregnancy for 
women with concurrent carcinoma of the 
breast cannot be formulated, nor can any 
recommendations be made with regard to the 
management for the woman who has been 
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treated previously for carcinoma of the 
breast. 

Patients who delayed longer than six 
months before seeking surgica! treatment 
showed a higher incidence of axillary node 
metastases and a lower clinical cure rate 
than did patients who sought medical care 
earlier. 

Postoperative roentgen therapy, regardless 
of axillary node involvement, had no influ- 
ence on the clinical cure rate. 

The median duration of life for patients 
considered clinical failures was slightly over 
two years. More than two-thirds had died 
by the end of the third year. 

There were no postoperative deaths among 
399 patients treated by radical mastectomy. 

When the axillary nodes were uninvolved, 
prophylactic castration did not affect the 
clinical cure rates. When axillary nodes 
were involved, the five-year clinical cure rate 
was 8.3 per cent higher in those patients 
who were castrated prophylactically. 

No comparison could be made between the 
effectiveness of surgical castration and that 
of pelvic irradiation. The median duration 
of survival after therapeutic castration for 
metastatic carcinoma of the breast was 9 
months. 
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Prophylactic simple mastectomy is not rec- 
ommended even in the presence of a signifi- 
cant familial history of mammary carcinoma. 

The incidence of axillary node metastasis 
increased proportionately with the size of 
the tumor. The five-year clinical cure rate 
diminished as the size of the tumor increased. 
Tumor size alone was significant in prognos- 
tic import, whether the axillary nodes were 
involved or free of metastases. 

On the basis of these studies the authors 
suggest that certain stringent criteria of op- 
erability, which in the past have been given 
fairly wide attention, be modified. Even 
young women with axillary node metastases 
at the highest level have a 16 per cent chance 
for five-year clinical cure. Early diagnosis 
and prompt radical operation offer the best 
chance of survival. When the primary lesion 
is small and still localized to the breast, the 
maximum opportunity for five-year clinical 
cure exists. Tumors occurring in the breast 
during pregnancy should be diagnosed and 
treated immediately. Earlier impressions of 
the poor prognosis of this lesion in the young 
woman who is not concurrently pregnant 
must be supplanted by a more hopeful out- 
look. 


ARTHUR A. Woop, M.D. 


The critical sense and skeptical attitude of the Hippocratic school laid the founda- 
tion of modern medicine on broad lines, and we owe to it: first, the emancipation 
of medicine from the shackles of priestcraft and of caste; secondly, the conception 
of medicine as an art based on accurate observation, and, as a science, an integral 
part of the science of man and of nature; thirdly, the high moral ideals expressed 
in that most memorable of human documents, the Hippocratic oath; and fourthly, 
the conception and realization of medicine as a profession of a cultivated gentleman. 


—Osler 
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Contributors of scientific articles for publication in The Journal of the 
International College of Surgeons from Europe, the Near East and the 
Middle East should send their articles to: 








European Office of the 
International College of Surgeons 
6-8 Rue de la Confederation 
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A special committee has been appointed to evaluate the papers submitted 
for publication. The Journal publishes summaries in English, French, 
German, Spanish, Italian and Portuguese. Summaries of articles should 
be included in as many of these languages as possible. 


AVIS IMPORTANT 


Les auteurs d’articles scientifiques destinés 4 étre publiés dans le Journal 
du Collége international de chirurgiens sont priés d’adresser leurs articles 
a adresse suivante pour Europe, le Proche et le Moyen Orient. 
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Collége international de chirurgiens 
6-8 rue de la Confédération 
Genéve (Suisse) 
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Un comité a été nommé pour l’examen des articles 4 paraitre. Les 
auteurs sont priés de joindre 4 leur travail de brefs résumés en frangais, 
anglais, allemand, espagnol, italien et portugais si possible. 
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